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Resumo Alargado

As doencas cronicas assumem inegavel importancia como causa de morbilidade e mortalidade.
Aos Cuidados de Salde Primarios é comum recorrerem doentes que apresentam multiplas
doencas croénicas (ou problemas cronicos) - multimorbilidade. O impacto negativo da
multimorbilidade é sentido a nivel do doente (e dos seus cuidadores), do médico e do sistema
de salde. A multimorbilidade acarreta crescente complexidade aos cuidados de salde (p. ex.
acessibilidade e organizacdo da consulta). A literatura internacional demonstra que é comum
a pessoa com multimorbilidade apresentar fracos resultados em saude, diminuicdo da
qualidade de vida, sofrimento psicolégico, maior utilizacdo dos servicos de salde, maior

nimero de complicagdes dos tratamentos médicos e maior despesa em salde.

Esta tese teve como objetivo o estudo da multimorbilidade no contexto dos Cuidados de
Saude Primarios em Portugal, a partir de varias perspetivas (epidemiolodgica global, do doente
e do médico de familia) e a exploracdo da sua relevancia. Para alcancar este objetivo geral, a
investigacao foi dividida em trés Fases, foram definidos objetivos mais especificos (PAPER |) e

resultou em quatro manuscritos publicados em revistas cientificas internacionais:

1. Estimar a prevaléncia da multimorbilidade na populacdo adulta observada nos
Cuidados de Salde Primarios em Portugal, identificar os fatores sociodemograficos

associados, e caracterizar as combinacdes de problemas crénicos de salde (PAPER II).

2. Analisar a relacao entre a multimorbilidade, a qualidade de vida relacionada com a
saude, o apoio familiar percecionado, e as necessidades nao satisfeitas em salde, em

doentes adultos observados nos Cuidados de Salde Primarios (PAPER llI).

3. Traduzir a definicdo de multimorbilidade da European General Practice Research
Network (EGPRN), de acordo com as caracteristicas culturais e linguisticas
portuguesas (PAPER V).

4, Avaliar o conhecimento, a compreensao e as praticas percecionadas pelos médicos de
familia em relacdo a multimorbilidade e ao seu controlo. Avaliar a clareza e a
utilidade da definicdo de multimorbilidade da EGPRN traduzida para portugués.
Analisar se ao ser fornecido material informativo descrevendo os resultados dos
estudos anteriores sobre multimorbilidade, este mudaria as opinides dos médicos de

familia sobre o assunto (PAPER V).
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O primeiro estudo da tese (PAPER Il), transversal e analitico, realizado no periodo
compreendido entre outubro de 2013 e dezembro de 2014, nas cinco Administracées Regionais
de Salde de Portugal Continental, englobou 1993 individuos com 18 anos ou mais (1279
mulheres e 714 homens), convidados a participar pelos seus médicos de familia (taxa de
participacao de 98.3%). Através de uma entrevista presencial aos utentes, da consulta dos
seus processos clinicos e do conhecimento que cada médico de familia tem da historia clinica
dos utentes, foram recolhidas informacdes sobre a histéria individual de doenca e as
caracteristicas sociodemograficas. Na auséncia de uma definicdo consensual de
multimorbilidade, foram utilizadas duas definicoes: presenca de dois ou mais problemas
cronicos de salde no mesmo individuo e também de trés ou mais problemas cronicos (de uma
lista de 147 problemas cronicos de salde possiveis). Nesta amostra de utentes dos Cuidados
de Salude Primarios, com uma média etaria de 56.3 anos, 69.5% eram casados/coabitantes,
41.5% eram pensionistas/reformados, 48.7% tinham escolaridade baixa e 54.4% tinham
rendimentos médios. A multimorbilidade estava presente em 72.7% (=2 problemas cronicos) e
57.2% (=3 problemas cronicos) dos individuos. A multimorbilidade aumentou
significativamente com a idade. Os pensionistas/reformados e os individuos com escolaridade
baixa apresentaram maior probabilidade de sofrer de multimorbilidade. As patologias
cardiometabdlica e mental foram as mais comuns. Foram identificadas seis combinacoes de

problemas cronicos de salde.

O segundo estudo da tese (PAPER Ill), também transversal, realizado no periodo
compreendido entre janeiro de 2014 e janeiro de 2015, na Regidao Centro de Portugal,
englobou 521 doentes (334 mulheres e 187 homens) dos Cuidados de Saude Primarios com 18
anos ou mais e com multimorbilidade (=2 problemas cronicos de salde e em que pelo menos
um teria de ser hipertensdo, diabetes, asma ou osteoartrose). Através de uma entrevista
presencial aos doentes, foram recolhidas informacdes sobre as caracteristicas
sociodemograficas, a histéria individual de doenca, a qualidade de vida relacionada com a
saude (questionario de estado de salde SF-12), o apoio familiar (questionario APGAR
familiar), e as necessidades nao satisfeitas em salde (cuidados médicos generalistas,
cirargicos e dentarios; receitas/renovacido de receituario; psiquiatra/aconselhamento em
saude mental; oculos ou outras ajudas técnicas). Nesta amostra de doentes, com uma média
etaria de 58.2 anos, 70.2% eram casados/coabitantes, 43.0% eram pensionistas/reformados,
57.2% tinham escolaridade baixa e 46.3% tinham rendimentos médios. Dois a trés problemas
crénicos foram encontrados em 42.2%, quatro a cinco em 27.6% e seis ou mais problemas
cronicos em 30.1% dos doentes (média de problemas cronicos de saude 4.5). Com o aumento
dos niveis de multimorbilidade verificou-se um agravamento na qualidade de vida relacionada
com a saude, particularmente a salde fisica. Doentes do sexo masculino com rendimentos
elevados e familias altamente funcionais apresentaram melhor salde fisica e mental. Um
nivel de escolaridade mais elevado e a presenca de asma também estiveram associados a

melhor salde fisica. Pelo contrario, idosos com elevada multimorbilidade e com osteoartrose
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obtiveram pior salde fisica. A maioria dos doentes vivia em familias altamente funcionais e
nao referiu necessidades em salude nao satisfeitas. Os restantes declararam necessidades de
cuidados médicos, dentarios, e dculos/outras ajudas técnicas. A incapacidade financeira foi a

principal razdo para néo satisfazerem as suas necessidades em satde.

No terceiro estudo da tese (PAPER V), foi formado um painel de peritos constituido por 23
médicos de familia portugueses, que através da técnica Delphi traduziu para a lingua
portuguesa, em duas etapas, a definicdio de multimorbilidade da EGPRN com uma
concordancia de 8.43 em 9: “A multimorbilidade é definida como qualquer combinacdo de
uma doencga cronica com pelo menos uma outra doenga (aguda ou crénica), ou com um fator
biopsicossocial (associado ou ndo), ou com um fator de risco somatico. Qualquer fator
biopsicossocial, qualquer fator de risco soméatico, a rede social, a carga das doencas, 0
consumo de cuidados de saude e as estratégias de adaptacdo do doente podem funcionar
como modificadores (dos efeitos da multimorbilidade). A multimorbilidade pode modificar os
resultados em salde e levar a um aumento da incapacidade, a diminuicdo da qualidade de

vida ou a fragilidade.”

O quarto e Ultimo estudo da tese (PAPER V), descritivo e qualitativo, baseado num
questionario online, realizado no primeiro trimestre de 2016, englobou 74 médicos de familia
dos distritos de Coimbra e Aveiro. A amostra apresentou elevada consciéncia sobre a
multimorbilidade e assinalou varias dificuldades e desafios na sua gestdo. Fatores extrinsecos
foram associados a gestao e logistica do sistema de salde (tempo de consulta, organizacao
das equipas de salde, informacdo clinica) e a sociedade (pressdo dos média, apoio
social/familiar). Fatores intrinsecos relacionados com o médico de familia, o doente e a
relacdo médico-doente também foram enumerados. As caracteristicas fundamentais da
medicina geral e familiar foram apontadas como as ferramentas para lidar com as
dificuldades. Além disso, para gerir a complexidade do doente com multimorbilidade é
necessario um tempo de consulta adequado, trabalho em equipa multidisciplinar e mais
educacao/treino. A clareza e a utilidade da definicao de multimorbilidade da EGPRN ficou
patente, assim como, a mais-valia da divulgacdo aos médicos de familia dos dados das

primeiras Fases desta tese.

Em conclusdo, a multimorbilidade é um problema comum e complexo nos Cuidados de Saude
Primarios em Portugal. O conhecimento dos seus determinantes e suas consequéncias, tal
como sao descritos neste projeto de investigacao, pode ter um importante lugar na melhoria

da gestao do doente com multimorbilidade.

Os estudos de multimorbilidade lidam frequentemente com o diagnostico dos problemas de
saude, mas nunca se deve esquecer que os médicos de familia também lidam com o peso do
sofrimento da pessoa. Assim, no futuro deve-se ousar desenhar guidelines nao apenas para o

doente com multimorbilidade, mas principalmente para a pessoa com multimorbilidade.
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Abstract

Chronic diseases are undeniably important as a cause of morbidity and mortality. Most of the
patients with numerous chronic diseases (or chronic health problems) - multimorbidity -
receive treatment in primary health care. The negative impact of multimorbidity is felt at
several levels: patient (and their caregivers), general practitioner (GP), and the health
system. Multimorbidity entails increasing complexity in health care (e.g. accessibility and
organization of the consultation). International literature shows that it is common for people
with multimorbidity to have poor health outcomes, lower quality of life, psychological
distress, greater use of health services, greater complications of medical treatments, and

greater health expenditure.

This thesis aimed to study multimorbidity in the primary health care context in Portugal, from
various perspectives (epidemiologic, patient’s and GP’s views), and explore its relevance. To
achieve this general objective, the research project was divided into three Phases, specific
objectives were defined (PAPER ) and it resulted in four manuscripts published in

international scientific journals:

1. Determine the prevalence of multimorbidity in the adult population attending primary
care in Portugal, to identify associated sociodemographic factors, and to reveal

combinations of chronic health problems (PAPER II).

2. Analyse the relationship between multimorbidity, health-related quality of life,
perceived family support and unmet health needs in adult patients attending primary
care (PAPER III).

3. Translate the European General Practice Research Network (EGPRN) definition of

multimorbidity, according to Portuguese cultural and linguistic features (PAPER V).

4. Access GPs’ knowledge, awareness, and practices regarding multimorbidity and its
management. Evaluate the clarity and usefulness of the EGPRN definition of
multimorbidity. Study if providing informational material depicting results of our
previous studies on multimorbidity, would change current GPs’ views on the subject
(PAPER V).

The first study of this thesis (PAPER Il), cross-sectional and analytical, conducted from
October 2013 to December 2014, across the five mainland Portugal Healthcare Administrative
Regions, included 1993 individuals aged 18 and older (1279 women e 714 men), approached

by their GPs (98.3% acceptance rate). Through the patient’s self-report (in-person interview),
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the medical records, and the GP’s knowledge of the patient’s history, information regarding
clinical data and sociodemographic characteristics was collected. In the absence of a
consensual definition of multimorbidity, two definitions were used: presence of two or more
chronic health problems in the same individual, as well as, three or more chronic problems
(from a list of 147 possible chronic health problems). In this sample of primary health care
users, with a mean age of 56.3 years, 69.5% were married/cohabiting, 41.5% were
pensioners/retirees, 48.7% had a low educational level and 54.4% reported a sufficient
monthly income. Multimorbidity was present in 72.7% (=2 chronic problems) and 57.2% (=3
chronic problems) of the sample. Multimorbidity increased significantly with age.
Pensioners/retirees and individuals with low levels of education were more likely to suffer
from multimorbidity. Cardiometabolic and mental disorders were the most common chronic

health problems. Six combinations of chronic problems were identified.

The second study of this thesis (PAPER IIl), also cross-sectional, conducted from January 2014
to January 2015, in the Centre region of Portugal, included 521 primary health care patients
aged 18 and older (334 women e 187 men) with multimorbidity (=2 chronic health problems,
of which at least one was required to be hypertension, diabetes, asthma or osteoarthritis).
Through a face-to-face interview, was collected information regarding sociodemographic
characteristics, clinical data, health-related quality of life (Portuguese Short Form-12 Health
Status Questionnaire), family support (Portuguese Family APGAR), and unmet health needs
(medical, surgical and dental care; prescription medications; mental healthcare or
counselling; and eyeglasses or other technical aid). In this sample of patients, with a mean
age of 58.2 years, 70.2% were married/cohabiting, 43.0% were pensioners/retirees, 57.2% had
a low educational level and 46.3% reported a sufficient monthly income. Two to three chronic
problems were found in 42.2%, four to five in 27.6% and six or more chronic problems in 30.1%
of the patients (mean chronic health problems 4.5). Increased multimorbidity levels were
linked to worse health-related quality of life, particularly the physical health. Male patients
with high monthly incomes and highly functional families had better physical and mental
health. High levels of education and the presence of asthma were also associated with better
physical health. Contrariwise, elderly patients with high levels of multimorbidity and with
osteoarthritis had lower physical health. The majority of the patients lived in highly
functional families and did not have unmet health needs. When health needs were stated
they were mostly for generalist medical care, dental care, and eyeglasses/other technical

aid. Financial insufficiency was the primary reason for not fulfilling their health needs.

In the third study of the thesis (PAPER IV), a panel of experts was assembled, consisting of 23
Portuguese GPs, who using the Delphi technique translated into Portuguese, after two rounds,
the EGPRN definition of multimorbidity, with a consensus score of 8.43 out of 9: “A
multimorbilidade é definida como qualquer combinagdo de uma doenca crénica com pelo
menos uma outra doenca (aguda ou crénica), ou com um fator biopsicossocial (associado ou

ndo), ou com um fator de risco somatico. Qualquer fator biopsicossocial, qualquer fator de
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risco somatico, a rede social, a carga das doencas, o consumo de cuidados de saude e as
estratégias de adaptagdo do doente podem funcionar como modificadores (dos efeitos da
multimorbilidade). A multimorbilidade pode modificar os resultados em salde e levar a um

aumento da incapacidade, a diminuicdo da qualidade de vida ou a fragilidade.”

The fourth and final study of this thesis (PAPER V), a web-based qualitative descriptive study,
carried out in the first trimester of 2016, included 74 GPs from the districts of Coimbra and
Aveiro. The sample was highly aware of multimorbidity and pointed out several difficulties
and challenges in its management. Extrinsic factors were associated with the healthcare
system logistics’ management (consultation time, organization of care teams, clinical
information) and society (media pressure, social/family support). Intrinsic factors related to
the GP, patient, and physician-patient relationship were also stated. The fundamental
characteristics of family medicine were pointed out as the tools to deal with the difficulties.
Also, the complex care required by multimorbid patients needs an adequate consultation
time, multidisciplinary teamwork, and more education/training. The clarity and usefulness of
the EGPRN definition of multimorbidity was evident, as well as the added value of disclosing
to the GPs the data of the first Phases of this thesis.

In conclusion, multimorbidity is a common and complex problem in primary health care in
Portugal. The knowledge of its determinants and consequences, as described in this research
project, may have an important role in improving the management of patients with

multimorbidity.

The studies of multimorbidity frequently deal with the diagnosis of medical conditions, but
one should never forget that GPs also deal with the burden of a person’s suffering. Thus, one
must dare to design future guidelines not just for the patient with multimorbidity, but mostly

for the person with multimorbidity.

Keywords

Multimorbidity, chronic health problems, epidemiology, health-related quality of life, family

support, unmet health needs, perceived experiences, primary health care, Portugal.
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1 Background

“The good physician treats the disease; the great physician treats the patient who has the

disease”.

— Sir William Osler, circa 1900

1.1 From acute to chronic diseases

A major epidemiologic shift from predominant infectious and parasitic diseases to chronic
conditions occurred in the twentieth century.’ The control of infectious diseases, by means of
better hygiene and sanitation, antibiotic use, and vaccination of children led to a decrease in
infant and child mortality and an increase in life expectancy.? This epidemiological transition
phenomenon was originally postulated by Omran in 1971.3 One of the greatest examples of a
global public health triumph was the eradication of smallpox in 1980, endorsed by the World
Health Organization (WHO).#45 In the early 1950s smallpox killed more than 5 million people

each year.®

According to the WHO’s report “World Health Statistics 2016: Monitoring Health for the
Sustainable Development Goals (SDGs)””” and the U.S. Census Bureau report “An Aging World:
2015”,8 over the 16-year period from 2000 to 2015, global life expectancy improved by five
years (reaching 73.8 years for women and 69.1 years for men),” and is projected to increase
by almost eight years in 2050.%8 As a consequence of progresses in child survival, control of
malaria and HIV treatment, the region with the biggest gain was Africa, with an escalation in
life expectancy of 9.4 years.” Presently, 8.5 percent of people in the world are over 65 years

of age.®

Chronic diseases, defined by the WHO as “diseases of long duration and generally slow
progression”® and with a course that lasts or is expected to last for six months or more,'® such
as heart disease and stroke, took the position that was formerly occupied by diarrhoea, HIV,

tuberculosis, neonatal infections and malaria, as major causes of death globally.

In 2012, chronic diseases, mostly cardiovascular diseases, cancers, diabetes and chronic lung
diseases (such as chronic obstructed pulmonary disease and asthma), were accountable for
68% of all deaths worldwide.'? The proportion of deaths varies among countries’ income
groups, and although infectious diseases remain an important issue in the developing world,
chronic diseases were responsible for the death of about 28 million people living in low- and

middle-income countries (three quarters of the global chronic diseases deaths in 2012)."2
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Every year cardiovascular diseases and cancer claim the lives of more than 10 million people

among those under 70 years of age.”

The European Region follows the same trend. Chronic diseases are responsible for most of the
morbidity and for 86% of all deaths.®'? Eighty percent of older Europeans (65 years and older)

suffer from chronic diseases, and this is also becoming more frequent at younger ages. '

In Portugal, more than 5.3 million residents aged 15 or over reported having at least one
chronic disease in 2014."> Approximately 16% of the individuals between the ages of 15 and 64
have both chronic diseases and activity limitations.'® Chronic diseases are also responsible for
more than 80% of all deaths. Cardiovascular disease is the main cause of mortality (32%). In
Portugal, the probability of dying between ages 30 and 70 years from chronic diseases is

around 12%.17

Even though health is transnationally recognised as both an essential element of sustainable
development'® and an investment,® health-related gains continue to be uneven between
developed and developing countries.” One way to balance the scales would be to achieve
universal health coverage in all countries, which falls under Goal 3 - “healthy lives and
well-being for all at all ages” - agreed in the General Assembly resolution 70/1 of the United
Nations (UN)."

Universal health coverage aims to give people the “health services they need without causing
financial hardship”?® (p. 861) and it includes services for dealing with acute and chronic
disease: illness prevention, treatment of disease, patients’ rehabilitation and palliative
care.?! In this context, the mechanism that can best deliver a comprehensive and the needed

care to populations is primary health care.'®2?

Stigler et al?® stated that the present is the ideal moment to steer the universal health
coverage towards primary health care. The distinction of primary health care as an effective
and efficient service, through health equity, is well-known.?>2* Primary care prevents illness
and death?>?> (e.g. hospitalisation risk is greater for individuals without primary care?¢). In
fact, even generic outcomes like life expectancy, all-cause age-adjusted mortality,
self-reported health, and low birth weight are not inferior in primary care when compared to
specialist care.?” Barbara Starfield?* pointed out the tools responsible for the positive health
levels originated by primary care: i) universal financial coverage (government
controlled/regulated); ii)) equitable distribution of resources; iii) services’

comprehensiveness; and iv) low or absent co-payments.

Although clinical outcomes are not directly linked to the number of health professionals,?*
effective skills are a requirement.?® The World Organization of Family Doctors (WONCA),%?

described the core competencies of the general practitioner (GP)/family physician (FP) as: i)
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primary care management; ii) person-centred care; iii) specific problem solving skills; iv)

comprehensive approach; v) community orientation; and vi) holistic modelling.

Gillies and Freeman® indicated a similar broad and holistic perception of generalist care:
“medical generalists are doctors who see the widest range of health problems, manage the
boundaries between illness and non-illness and between primary and secondary care - the

latter being ‘gatekeeping’ - and practise a distinctive style of holistic medicine”® (p. 725-6).

In a like manner, lan McWhinney, considered to be one of the founders of family medicine, in
his seminal work A Textbook of Family Medicine?!, identified the 9 principles that together
constitute the distinctiveness of family physicians: i) committed to the patient (as a whole)
and not to a specific body of knowledge, disease, or procedure; ii) seek to comprehend the
context of the illness; iii) consider each consultation as a prospect for disease prevention and
health promotion; iv) perceive their list of patients as a population at risk; v) see themselves
as part of a communitywide patient support network; vi) preferably partake the same
environment as their patients; vii) consult patients in their place of dwelling; viii) attach
relevance not only to the traditional positivistic or objective aspects of medicine but also to

subjective ones; ix) manage resources (as generalists and first-contact physicians).

While the principles of family medicine/general practice evolved over decades, there is still a
lack of a uniform assessment.32 A recent review?? of prior scholarly work summarized five
central principles that may be useful for clinical practice: i) compassionate care; ii) generalist

approach; iii) continuity of relationship; iv) reflective mindfulness; v) lifelong learning.

Patients consult their GPs for both acute and chronic conditions,? they do it more often and
at earlier stages of the disease than in secondary care.3** In 2012, Portuguese GPs carried

out 26 million consultations whereas secondary care was responsible for less than half.3 This

represents to some degree the importance of primary care in the health care system.

Portugal has a National Health Service (NHS) since 1979 and healthcare centres even since
before that.3” Primary care in Portugal is a good example of a comprehensive and essentially
free health care system that has been extended to the full Portuguese population.33 In fact,
“it is one of the pillars on which the public health system rests”3° (p. 826). In the last four
decades primary health care in Portugal underwent various reforms,* the most recent being
the creation of small independent functional units - Family Health Units.34' They represent a
collaborative working arrangement between multi-professional teams - GPs, nurses and
clinical secretaries - who work together to provide close care to patients and their
families.?”*° Family Health Units have more autonomy regarding organizational, functional
and technical aspects; a new payment scheme; and are integrated in network with other
primary care units.?#' Patients can choose between Family Health Units and traditional

healthcare centres (49.4% were listed in Family Health Units in 2014).3” Patients not listed in
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Family Health Units receive care in the traditional health care centres.?” GPs working in
primary care in Portugal offer the following: “general medical care for the adult population;
prenatal care; children’s care; women’s health; family planning and perinatal care; first aid;
certification of incapacity to work; home visits; preventive services, including immunization

and screening for breast and cervical cancer and other preventable diseases”*? (p. 100).

In the long run, as stated by McWhinney3?' around thirty years ago and even truer today than it
ever was: “Rather than dealing with acute life-or-death situations, therefore, today’s
practitioners are more likely to find themselves helping patients to achieve a new

equilibrium with their environment in the face of chronic illness and disability.”3' (p. 4).

1.2 Chronic diseases: “comorbidity’” versus “multimorbidity” in

primary care - why definition matters?

Medical terminology when used properly provides efficient communication between
professionals, while minimizing the potential for misunderstandings and errors. Terminology is

paramount for clinical care, epidemiology, and health services research.*

As the prevalence of chronic diseases increases,** the clarity of the terminology for multiple
concurrent diseases becomes of vital importance.#’ GPs focusing on the person and not on a
specific disease are the principal stakeholders dealing with patients with multiple diseases.

An average of three problems are managed by GPs in each consultation.

The presence of various expressions in the literature to describe the coexistence of several
diseases (e.g. comorbidity, multimorbidity, polymorbidity, polypathology, pluripathology,
multipathology, multicondition) produced a collection of ambiguous or inconsistent
practises,“®*° which led to unclearness and incomparability of studies’ results with negative

implications for both researchers and physicians.>°

Classically, coexisting diseases have been described by Alvan Feinstein’s 1970 definition of
comorbidity: “in a patient with a particular index disease, the term co-morbidity refers to
any additional co-existing ailment™' (p. 467). Therefore, comorbidity should be used when
referring to the presence of one or more additional diseases co-occurring with an index or

primary disease® (Figure 1).
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Patient
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Figure 1. Multimorbidity and comorbidity. Source: adapted from Valderas et al*

In the medical literature, comorbidity is a prolific term. Between 1970 and 2012, comorbidity
was used in more than sixty-seven thousand papers indexed in the MEDLINE database.* Be
that as it may, comorbidity lacks specificity since it has been used in contexts with and

without reference to an index disease.4’

Research into multimorbidity does not have a long history. In 1996, van den Akker et al*®,
supported by previously published German authors, suggested the use of the construct
multimorbidity when no index disease is under study.*’ Currently, this concept is achieving
pronounced support. Between 2009 and 2015, publications in the MEDLINE database using the
term multimorbidity increased by a factor of 11, and when used it is more specific for the
coexistence of several diseases in one person.#’ Importantly, the concept of multimorbidity
gains more pertinence in primary care settings where the usefulness of defining a primary or
index disease is not obvious.***° On the contrary, comorbidity was established within the
disease-oriented background of specialist care. GPs encounter a broad spectrum of diseases in
their daily clinical care, while most specialities focus on a small number of organ systems.%2:33
Primary care philosophy is truly distinct from that of the specialist. Reeve® defines it as a
“Practice which is person, not disease, centred; continuous, not episodic; integrates
biotechnical and biographical perspectives; and views health as a resource for living and not

as an end in itself” (p. 521).

Multimorbidity, on the contrary of comorbidity, recognizes that in each individual, chronic
diseases overlap, interact, vary by severity and that a single disease does not remain the
patients’ dominant problem over time.>> In multimorbidity each health problem is important

and none of them takes precedence over the other.>”

A recent literature review* found that multimorbidity is most commonly defined as “the
presence of more than one or multiple chronic or long-term diseases or conditions” (none

considered as an index disease). Although this definition does not comprise acute conditions,
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some authors defend that it should include the whole range of diseases afflicting patients,
since the patterns of recurrence of some acute conditions makes them behave as if they were
chronic.?® Others argue that limiting the definition to only long-term diseases or conditions is
more advantageous since it is the prolonged period of disease that causes the increment of

co-occurring conditions within patients.*

Although it may be simple to operationalize multimorbidity as the presence of two or more
chronic conditions within an individual, a research team from Europe - European General
Practice Research Network (EGPRN) - recently designed an holistic, comprehensive and
enhanced definition of multimorbidity for the primary care settings, based on a systematic
review: “any combination of chronic disease with at least one other disease (acute or
chronic) or biopsychosocial factor (associated or not) or somatic risk factor. Any
biopsychosocial factor, any risk factor, the social network, the burden of diseases, the
health care consumption, and the patient’s coping strategies may function as modifiers (of
the effects of multimorbidity)”> (p. 321). EGPRN concept of multimorbidity was
subsequently confirmed and enriched by GPs of several European countries (Bulgaria, Croatia,

France, Germany, Greece, Italy and Poland).%°

Furthermore, some authors presented a clinical definition of multimorbidity as “a state by
which the clinician along with the patient and/or the family faces the multiplicity of
long-term conditions experienced by the patient”® (para. 8). For Sturmberg it is “the end
result of ongoing perturbations and interconnected activities of simpler substructures that
collectively constitute the complex adaptive superstructure known as us, the person or
patient”®! (p. 509).

Multimorbidity is also complex to measure, with no standardized instrument available.®%%3
Lefévre et al’’ summarized four major measures of multimorbidity: i) simple counts of chronic
conditions (from a list of individual conditions); ii) grouping chronic conditions (by dyads or
triads); iv) using indices (e.g. the Charlson Index®* and the Cumulative Illness Rating
Scale®).%” Remarkably, simply counting the number of conditions is the most commonly used
method and can have a good performance when compared to more complex measures.> %3

The simple count of conditions may also be appropriate for predicting healthcare utilisation. %

Even though multimorbidity is heterogeneous in its definition and measure and no doubt
needs further study,®’ the use of the concept of multimorbidity represents more than a simple
semantic change. Since “terminology used in healthcare-related literature has been shown to
reflect not only the knowledge of the practitioners, but also their beliefs and attitudes
regarding patient care”®® (p. 161), the transition from comorbidity to multimorbidity signifies
a change of paradigm from a technology-dominated agenda and disease-oriented to a

patient-centred care, tailored to each individual’s needs. Today there is renewed attention
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on patients as the hearts of healthcare. Healthcare planning, delivery and funding are

increasingly taking into consideration patients’ needs and priorities.®

1.3 Multimorbidity, the patient, and the healthcare system

There are many well-written published case reports regarding patients with
multimorbidity.“>7972 Case reports are considered to be important educational tools and a

source for scientific hypothesis generation.”?

One illustrative example is given that of a 78-year-old woman with a previous history of
myocardial infarction, type 2 diabetes, osteoarthritis, Chronic Obstructive Pulmonary Disease
(COPD) and depression.”® How common are patients like this with multiple chronic conditions
seen in primary care settings? How many times in his typical day a GP asks himself: how am |
going to use a standardized treatment plan focused on controlling diabetes alone in patients
like this with multiple chronic conditions? This accurately reflects the “real world” of primary

care today. There is no survivor's guide for GPs dealing with patients with multimorbidity.

In order to best care for patients with multimorbidity, it is important to start a research
agenda.” Multimorbidity is a complex, intricate and overwhelming subject and to gauge the

demands of its study one needs to start even when one does not know where to begin.

1.3.1 Prevalence of multimorbidity

In every country, in every part of the world, people are ageing, and in an expectable manner
multimorbidity represents the norm rather than the exception.* Multimorbidity is a global

phenomenon,” present in low, middle, and high-income countries.”®

Western literature on the prevalence of multimorbidity has highlighted that, when
considering the whole population, 20 to 30% of the individuals are multimorbid, and it can
rise up to 98% when only elderlies are studied.”” In the Eastern world, one-third of the adults
in Indonesia live with multimorbidity,”® reaching up to 83% in South Asia,”® depending on the

series.

Multimorbidity is not only an issue of old age since it is also found in younger individuals’480-82
(e.g. multimorbidity was present in 69% in 18-44 year olds, 93% in 45-64, and 98% in patients
aged 65 and over seen by GPs in a Canadian study by Fortin et al**). Agborsangaya et al®
reported that 70.2% of the people with multimorbidity were aged less than 65 years. In fact,
it has been suggested that age can only explain between 20 to 50% of the increase of

multimorbidity.?*
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There are a number of studies which illustrate the widespread increase of multimorbidity:

e From 2003 to 2009 there was a 40% increase in the prevalence of multimorbidity
among individuals aged 0-105 years living in Ontario, Canada (17.4% in 2003 to 24.3%
in 2009).% In 2011-2012, 12.9% of adult Canadians had two or more chronic

conditions.

e In Taiwan, multimorbidity increased in prevalence from 9.6% to 17.1% in a ten-year
period, 2000-2010.%

e In South Africa, the prevalence of adults with multimorbidity increased from 2.73% to
2.84% between 2008 and 2012.88

e In 2014, one in four adults in the United States had two or more chronic conditions,®’
with no significant decrease compared to earlier years. In 2010, 21.1% had two to
three chronic conditions and 4.9% had four or more.*® By 2030, 50% of the United

States population will suffer from one or more chronic conditions.®!

Prevalence of multimorbidity vary widely between studies; the geographic settings, the
recruitment method and sample size, data collection, and the number of diagnoses
considered in the definition of multimorbidity are some of the appointed reasons for the
variability encountered.”? Thus, the generalisability of much published research on this topic

is problematic.

Patients attending primary care are more frequently multimorbid and have a higher disease
burden than the general population, which makes primary care settings ideal for resource
allocation studies and planning.”®* For example, a nationally representative Australian
multimorbidity study by Harrison et al®* (consisting of 8.707 patients at encounters with 290
GPs in 2008-09) showed that almost half of the patients at GP encounters had multimorbidity
versus only one-third in the general population. And emergency general surgical patients

(aged over 65 years) admitted to the hospital have even higher rates, for instance.®

In recent years, there has been an increasing amount of literature regarding the prevalence

of multimorbidity in ambulatory settings:

e In the Nijmegen primary care research network study (Netherlands),® in a register
with approximately 13.5 thousand patients, the proportion of individuals with four or
more chronic diseases increased 300% between 1985 and 2005.% In the analysis
performed by Westert et al®® in 2001 of the Netherlands Health Interview Survey data
(1990-1997) with 13.806 Dutch patients aged 16 and older seen by GPs, almost
one-fifth was multimorbid.® A similar percentage (29.7%) was reported by van den
Akker et al®? in 1998.

10
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e In the Primary [Care] Practices Research Network (PPRNet) Study,®” which analysed
148 primary care practices across the United States with 667.379 active adult patients
as of October 2011, multimorbidity was present in 45.2% of the sample. Two years
earlier, the National Ambulatory Medical Care Survey (NAMCS) 2009, reported that
37.6% of the 326 million physician office visits were made by multimorbid adults aged

18 years or older.”®

e The English retrospective cohort study by Salisbury et al®® in 2011, with almost 100
thousand individuals aged 18 years and older listed with 182 general practices,
observed a prevalence of multimorbidity of 14% or 56%, depending on the measure

method.

e In the 2012 Scottish study by Barnett et al,'® comprising of nearly 1.8 million patients
seen in 314 medical practices, 23.2% of the patients were multimorbid (around 65% of
those aged more than 65 years and almost 82% of those aged 85 years or more had

multimorbidity).

e The cross-sectional Spanish multimorbidity study by Garcia-Olmos et al'®' (consisting
of nearly 200 thousand patients aged over 14 years seen by GPs) found that 24.5% of

the population was multimorbid.

e In Portugal, a 2002-2003 study concerning the “comorbidity” of four chronic diseases
(asthma, hypertension, diabetes, and cardiac ischaemic disease), in the Lisbon and

Beja regions, found a prevalence of 26.6% of two or more of these diseases.'?

A recent systematic literature review that included approximately 70 million patients in 12
countries, identified a multimorbidity prevalence ranging between 12.9% and 95.1% in
primary care settings.'®® The number of health problems considered in the studies may be the
most important factor in estimating prevalence (the greater the number, the greater the

occurrence of multimorbidity).%?

Even though the prevalence of multimorbidity is expressively higher than that of single
diseases that are considered to be common in the population (e.g. asthma, hypertension, and
diabetes), the number of research studies regarding multimorbidity, especially in primary

care settings, is still small and insufficient.'%

11
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1.3.2 Aetiology and potential biomarkers of multimorbidity

Multimorbidity is a distinct clinical entity in its own right and it is the most common chronic
condition of all.'%:1% However, the aetiology of multimorbidity is not completely known and

is most likely multifactorial.'?”

In the study conducted by Wikstrom et al,'® a ten-year follow-up of population-based cohorts
in Finland (1982-2012), was shown that the predisposing factors for multimorbidity were
smoking habits, physical inactivity, and Body Mass Index (BMI). Overweight/obesity and
physical inactivity were likewise associated with the development of patterns of
multimorbidity among a sample of 4896 mid-aged women from the Australian Longitudinal

Study on Women’s Health.'?

In another study by Fabbri et al''® a greater increase of multimorbidity was associated not
only with obesity, but also with the loss of weight in obese older adults.'® This same author
in two others studies indicated that excessively elevated resting metabolic rate was
associated with multimorbidity,""" and so it was the higher baseline levels and steeper

increase over time of the inflammatory marker - Interleukin (IL)-6.""2

A number of studies have postulated a convergence between multimorbidity and i)
inflammation;'% 113,14 {i) diminished cell-mediated immune response;'"® iii) low levels of

vitamin D;''¢ iv) childhood disorders;'"”>'"® and v) a recent theme - existential unease.'"”

Some of the potential aetiological factors of multimorbidity represent new areas of study, but
many are relevant for primary healthcare, since they pinpoint areas of possible tailored
approaches by GPs to effective prevent and manage multimorbidity. Many chronic health
problems are the result of behaviours that may be preventable. It is worth to note that a
previous Australian study revealed important management gaps in GP interventions aiming

lifestyle risk factors,'"” increasing the burden of chronic diseases and multimorbidity.

A note of caution is due here. In some cases, the treatment of risk factors has public health
benefits but in others the medicalisation of risks as diseases is not cost-effective nor
necessary, and can even result in harm.'? This is also true when ordinary ailments are
transformed into medical problems, mild symptoms into serious, and when personal problems
are treated as medical conditions - these are usually named as disease mongering,'?' or

“selling of sickness that widens the boundaries of illness”'?? and expands the drug markets.'?

Although the terms disease, illness, and sickness are usually used interchangeably, they have
different meanings.'?® Disease is a state of physiological and psychological dysfunction
manifested by symptoms and signs, confined to the patient, and diagnosed by a physician.
Illness is a subjective state and reflects the individual’s experiences of ill health, it is also

confined to the patient. Sickness is a state of social dysfunction, in relation to the role the
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individual takes or is given in society.'?>'% The social and cultural conceptions of ill health

shape the perception and presentation of symptoms by the individuals.'?>

Wikman et al'? described some dimensions of ill health that constitutes its complexities: i)
each person’s state of health is defined by the individual or by the physician?; ii) severity of
the condition (consequences for the individual and his or her coping mechanisms); iii)
temporal aspects of the condition (acute, recurring, chronic); iv) consequences for the

person’s role in society.'?

Governments, physicians and patients all together should come into play to work at avoiding

disease mongering.

1.3.3 Determinants of multimorbidity

Data from several sources have identified older age, female sex and lower socioeconomic
status as determinants of multimorbidity.””>193

Multimorbidity is commonly considered as a condition of older age;* and from this principle it
is an understandable observation that many multimorbidity studies regard the elderly
patient.>” Even so, the absolute number of individuals with multimorbidity is higher in those

bellow 65 years. %0126

In a Dutch general practice population, van den Akker et al®? reported that the one-year
occurrence of multimorbidity was linked to increasing age, in addition to other factors; with a
multimorbidity prevalence of 78% in patients aged 80 years and older. A systematic review of
Western prevalence studies on multimorbidity by Fortin et al®? found that at age 75
multimorbidity may be as prevalent as 98.5% in primary care and 71.8% in the general

population (Figure 2).
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Figure 2. Multimorbidity in primary care: age. Source: adapted from Fortin et al®?

According to some studies,’®'?-13% increasing age is related to the occurrence of
multimorbidity not only in Western countries but also in underdeveloped and developing ones,
consequence of the rise in life expectancy. In contrast, the change in lifestyle and
accumulation of risk factors for chronic diseases are responsible for an increase in the

prevalence of multimorbidity in young adults in low and middle-income countries.”

Female sex, advanced age, lower income, and having incomplete high school education were
associated with multimorbidity in the general adult Canadian population.® Similarly, in a
Swedish study by Marengoni et al*! advanced age, female sex, and lower education were also
linked with an increased risk for multimorbidity. On the other hand, a systematic review of
the literature by the same author indicated that a large social network may protect against

multimorbidity.””

Women are more likely than men to “suffer from poor health not in spite of living longer,
but because they live longer”®? (p. 12).

One study conducted by Orueta et al'3? in the Basque country showed that the prevalence of
multimorbidity is higher in deprived than in more affluent areas. Individuals living in
socioeconomic deprived areas are more likely to develop multimorbidity sooner than those
living in most affluent areas (e.g. in Scotland, 10-15 years earlier) (Figure 3).%1% Multimorbid
patients in deprived areas have a higher prevalence of depression, drugs misuse, anxiety,

dyspepsia, pain, coronary heart disease, and diabetes.'3*

14



MM-PT STUDY: MULTIMORBIDITY IN PRIMARY CARE

100

90
—~ 80
=
; Socioeconomic Status
£ 70
2
£ === 10 (Deprived)
e 60 ] 9
E 8
5 7
g so0 &
£ 5
2 40 | 4
% 3
£ 30 | — 2
© w1 (Affluent)
o

20 |

10 ]

T T T T T T T T T

5-9 15-19 25-29 35-39 45-49 55-59 65-69 75-79 =85

Age group (years)

Figure 3. Multimorbidity: socioeconomic deprivation. Source: adapted from Barnett et al'®

Although in a less consistent manner, multimorbidity may also vary by ethnicity/race. North
American studies'?®'3 showed that the prevalence of multimorbidity was higher in Blacks
compared with Whites, and that Mexican and Asian Americans may have an even lower

prevalence.

Further, in a geographically defined United States population, Asian Americans had lower
mixed physical and mental multimorbidity relative to White Americans.'® The coexistence of

chronic mental health conditions with somatic conditions is aggravated by deprivation.'34

1.3.4 Patterns of multimorbidity

Multimorbid patients suffer from chronic conditions that co-occur non-randomly within the
same individual.'3”-'3 The identification of patterns of multimorbidity can be useful in clinical
practice. For example, with the improvement of clinical guidelines by including common

combinations of chronic conditions seen by GPs.”®

Some combinations of conditions, such as those with dementia (dementia-hip fracture,
dementia-cerebrovascular disease, and dementia-depression) are associated with higher
disability.'* And other combinations, for instance the respiratory and cardiac have a

synergistic negative effect on health-related quality of life. Thus, paying attention to single
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diseases is not enough and there is the need to centre the care on the patient and the

correlations of co-existing conditions. '

Piette and Kerr'¥ developed a classification of chronic conditions that is not only useful for
research purposes,’ but also valuable to comprehend the common combinations of chronic
conditions and their management. For these two authors, some conditions are concordant,
because they are related by a common pathogenic risk and are managed similarly (e.g.
diabetes, hypertension, coronary artery disease, and peripheral vascular disease), and other
conditions are discordant, because they do not share the same pathogenesis or management
(e.g. diabetes, chronic low back pain, prostate cancer, and asthma). Therefore, for both GPs
and multimorbid patients, it is potentially more difficult to deal with discordant conditions
that, intrinsically to their definition, do not have a synergistic management plan, than to deal

with co-existing concordant conditions. '

Violan et al'® reviewed a large number of studies on the topic of patterns of multimorbidity
in primary care and found some consistency across studies on some clusters: i)
cardio-metabolic conditions; ii) anxiety and depression; iii) pain (sometimes associated with
anxiety and depression). The most frequent patterns found were osteoarthritis with
cardiovascular and/or metabolic conditions.'® Patients with the anxiety, depression,
somatoform disorders and pain cluster are frequently females and those who suffer from

cardiovascular and metabolic diseases are males.

Representative population-based data from nine countries (Finland, Poland, Spain, China,
Ghana, India, Mexico, Russia, and South Africa) regarding noninstitutionalized adults older
than 50 years were analysed by Garin et al”® and some epidemiologic patterns of
multimorbidity have emerged across countries: cardio-respiratory (angina, asthma, and
chronic obstructive pulmonary disease), metabolic (diabetes, obesity, and hypertension), and

mental-articular (arthritis and depression).

In Italy, a recent population-based study by Lenzi et al' that included just about 1.4 million
individuals, found five multimorbidity patterns: i) psychiatric disorders; ii) cardiovascular,
renal, pulmonary and cerebrovascular diseases; iii) neurological diseases; iv) liver diseases,
AIDS/HIV and substance abuse; and v) tumours. However, it should be mentioned that, the
clusters found by Lenzi et al'* may change if primary care data was included, which was not

the case.

Since there is no standardization of the definition and assessment of multimorbidity, not only
the prevalence (discussed in a previous section) but also the patterns of multimorbidity vary

across the literature. 03,147

Multimorbidity is a public health problem that needs to be increasingly addressed.'¥ The

study of the patterns of multimorbidity is of patent relevance. As eloquently stated by
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Goodman et al'® “research on combinations of chronic conditions can help in developing
approaches for improving delivery of clinical services to those persons who are in greatest
need, thereby mitigating risk of harm and optimizing attainment of desired health outcomes

despite the presence of clinical complexity”'* (p. 219).

1.3.5 Impact of multimorbidity on individuals and healthcare systems

In a well-known 2007 BMJ editorial, Fortin et al'® listed some poor outcomes associated with

multimorbidity. These are (including other sources of data):

e Decreased health related quality of life. There is an inverse relationship between
multimorbidity and quality of life;'* the greater the number of chronic conditions,
the lower is the quality of life.">®'>" Patients with neurological problems, mental

health problems, arthritis and long-term back problems have worse quality of life.3?

e Psychological distress / mental health problems. Patients with multimorbidity are
more likely to experience negative emotions about their lives and to have higher
psychological distress.’ Higher levels of depression are present in the individuals
with more health conditions.’™ The coexistence of depression and physical
multimorbidity increases the burden of disease.' This will further compromise the

capability of the multimorbid patient to self-manage co-existing conditions. ">

e Longer hospital stays and other poor hospital outcomes such as higher mortality, use
of services, and average cost.®#' In 2009, the United States Nationwide Inpatient
Sample, showed a higher mortality in patients discharged with four and more chronic
conditions versus adults with one or none conditions (3.1% vs 1.9%), it was also
observed a longer hospital stay and a 9% higher cost per discharge.™ It is worth
mentioning that higher rates of mortality are present in patients with more
conditions, independent of age group.® A high number of hospital appointments are
in part the consequence of multimorbid patients seeing multiple secondary care

specialists.

e Complex self-care needs. Multimorbid patients feel a huge burden regarding their
self-care.® They fear the loss of independence and to become a burden to family
and friends.®" They experience competing demands, self-care for one condition may
be hindered by symptoms, treatment, or lifestyle advice of another condition.'>®
Some conditions have such a dominant effect that it interferes with the care of the

other conditions. %8
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Challenging organisational problems (accessibility, coordination, consultation time).
Recent reports showed that individuals with multimorbidity suffer from poor
communication with and between health professionals, lack of coordination among
providers, and long waiting times for health services.'” The same current fixed
consultation time for each patient is considered to be insufficient when taking into

consideration the complexity of the individual with multimorbidity. '

Increased use of emergency facilities. Multimorbidity is related with unplanned
hospital admissions (which includes potentially preventable ones), and the risk
increases when mental health problems coexist with socioeconomic deprivation.'®!
Patients with five or more chronic conditions have ten times more risk of

hospitalisation than individuals with no conditions.®"

Polypharmacy. Multimorbid patients use multiple medications, they account for
two-thirds of all prescriptions filled.’' In a Scottish primary care population study,'6?
20.8% of the patients with two conditions (multimorbidity) had four to nine
medications. The more chronic conditions a person has, the higher the number of
additional medications.'? Polypharmacy adds to the complexity of care with
numerous medications with varying dosing schedules, adverse drug reactions and
financial burden® (including out-of-pocket expenses®). Data from 2004 shows that in
the United States the average annual prescription cost per person was $75 for those
without a chronic condition, $1147 for those with two, $1835 for those with three,

and $3799 for those with five or more.!

Difficulty in applying guidelines. Clinical guidelines have the potential benefit of
allowing patients with similar conditions to be treated identically, independently of
the patients’ location or carer.'®® However, current guidelines are single-disease
focused and their evidence comes from highly selected individuals or subsets of the
population,”® excluding patients with multimorbidity.’® A recent review'®* of
Evidence-Based Guidelines found that they do not offer sufficient recommendations
on patients with co-existing conditions (mean three recommendations per guideline,
range 0 to 26), and that these recommendations are based on a small number of low

to moderate-quality evidence.®*

Fragmented, costly, and ineffective care. A 2014 Dutch study found a higher use of
general practice services by multimorbid patients 55 years and older with two or
more chronic diseases versus patients with one chronic disease (18.3 vs 11.7 contacts
in a year).'® In the United States, patients with five or more chronic conditions see
an average of fourteen different physicians per year.’' With each additional condition
there is a significant increase in health care services utilisation and costs.'® United

States data indicates an average per capita health care spending of $994 for those
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without a chronic condition, $5062 for those with two, $7381 for those with three,
and $16819 for those with five or more.®" Without coordination multimorbid patients
often receive care that does not address all of their needs or is inappropriate:
duplicate testing or omissions, conflicting treatment advice, and contraindicated or

duplicated prescriptions.°!

1.3.6 Multimorbidity and clinical care

Most of the adult patients in GPs’ daily practice have multimorbidity. Traditionally, guidelines
and evidence-based medicine are mostly unsuccessful in helping GPs making decisions for this
specific population of patients. A 2016 Cochrane review'®’ revealed the small number of
randomized controlled trials in multimorbidity and their mixed results. This systematic review
did not find an evident improvement regarding: “clinical outcomes, health service use,
medication adherence, patient-related health behaviours, health professional behaviours or

costs”'” (p. 3). Remains the need for well-designed and large-scale intervention studies.'®”

In 2008 Bayliss et al'® published a proposition of an ideal process of care, taking into
consideration the beliefs of elderly multimorbid patients, that consisted of: i) easy access to
providers (telephone, internet or in person); ii) clear communication of care plans; iii)
continuity of the relationship of care; iii) single care coordinator that is caring, listens to
their patients and understands their unique needs and can prioritize their competing
demands. 68

The 2016 NICE guideline [NG56] Multimorbidity: clinical assessment and management'¢’
addresses some of the clinical care issues and proposes the following approach: i) tailor the
approach to care; ii) focus on the interactions between the conditions and the treatments and
their consequences on quality of life; iii) focus on the patient’s individual needs, preferences
for treatments, health priorities, lifestyle, goals, values and priorities (disease and treatment
burden); iv) focus on benefits and risks of following single-disease focused recommendations;
v) agree an individualised management plan with the person (including future goals and plans,
who is responsible for coordination of care, who communicates the individualised

management plan to all involved, timing of follow-up and how to access urgent care).'®®

Briefly, when treating multimorbid patients GPs should never forget the patient’s
characteristics and preferences, should define clear objectives for each consultation,
periodically review the treatment objectives, pay attention to pharmacological interactions,

and ultimately carefully evaluate each therapeutic attitude.
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To sum up all that was previously said, as the population ages it is important to evaluate the
prevalence of multiple chronic conditions, the patterns of disease and the effect on health

related quality of life.
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CHAPTER TWO | AIMS AND
RESEARCH METHODS
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2 Aims and research methods

PAPER |

Prazeres F, Santiago L.

Multimorbidity in primary care in Portugal (MM-PT):

a cross-sectional three-phase observational study protocol.
BMJ Open 2014; 4(2):e004113.

Paper | is a description of the aims and methods of the research project of this doctoral

thesis, divided in three Phases. The paper was published in BMJ Open in 2014.

The supplementary material of this research project is available in the Appendix section.
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ABSTRACT

Intraduction: Multimorbidity is defined as the co-
oceurrence of more than one chronic disease in one
person without assigning an index disease. This
rapidly increasing phenomenon markedly influences
patients’ overall health, has major implications for
effective provision of healthcare services and has &
significant economic toll on individuals and society.
Since Portugal is 2 country with a growing ageing
population, a hetter understanding of the role of
multimorbidity should be assessed. The zim of this
study is to further the knowledge of the
epidemiological factors associated with multimorhidity
in Portugal, chiefly its prevalence and the health and
social implications.

Methods and analysis: This study protocol
describes a primary care nationwide three-phase study.
The first phase is drawn to access the prevalence and
pattems of multimorhidity. In the second phase,
individual paramaters are assessed, such as patients’
health-related quality of life, perceived family support
and unmet health needs of patients with
multimorbidity. The third and last phase of this study
aims to characterise general practitioners’ knowledge,
awareness and practices related to multimorbidity
management.

Ethics and dissemination: The study will be
conducted in accordance with the principles expressed
in the Declaration of Helsinki. It has full approval from
the Ethics Committee of the Faculty of Health Sciences,
University of Beira Interior, and the Ethics Committee
of the Central Health Region of Portugal. Study results
will be published in peer-reviewed joumals and
presented at national and international conferences.

INTRODUCGTION

Multimorbidity is defined as the co-occurrence
of more than one chronic disease within one
person without assigning an index disease."
It is known that prevalence of mulimorbidity
increases with age® reaching over 90%.*
Nevertheless, variations in prevalence of more
than 60% have been reported between studies.
These estimated differences may be due to
sampling bias, period of collection and data

source and also due to the broad definition of
chronic diseases.”

Multimorbidity  has  been  previously
described by Martin Fortin as the rule and
not the exception in primary care settings,’
where general practitioners (GPs} manage
not only the acute but mosdy the chronic
conditions of their patients,‘5 which are often
multiple.7

Taking into account only disease-specific
recommendations can lead to a considerable
treatment burden for patients with multimor-
bidity.8 This in mirn raises several other issues
such as low compliance,9 treatment ineffect-
iveness'” and high meatment costs.™

Multimorbidity is also associated with lower
life expectancy,'* higher hospital admissions'®
and longer hospital stays."* Quality of life,"
physical functioning'® and  psychological
health’” are also negatively aftected by
multimorbidity.

Chronic diseases represent a significant
cause of mortality and morbidity worldwide'®
and their increasing prevalence19 has a sig-
nificant impact on patients’ health and use
of healthcare services.

Multimorbidity is, therefore, a subject
which is rapidly becoming of great import-
ance in primary care settings, with a pressing
need for a better understanding of this phe-
nomenon from multiple perspectives. This
work aims to further the knowledge of the
epidemiology of multimorbidity, regarding its
prevalence and morbidity. Importantly, this
will be the first study raising awareness of
multimorbid conditions in adult population
attending general practice in Portugal.

Terminology

For the purpose of defining multimorbidity, we
will use the list of chronic conditions™ com-
piled by the Family Medicine Research Centre
(FMRC), University of Sydney, available online
at htge://sydney edu.au/medicine /fimre/
classifications/ DefiningChronicCondidons. pdf.

Prazeres F, Santiago L. B4 Open 2014;4:6004113. doi:10.1136/bmjopen-2013-004113
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This list represents 147 ICPC-2 (International Classification
of Primary Care) rubrics.

Study objectives

The primary objective of the study described in the

protocol is to determine the prevalence of multimorhid-

ity, quality of life, family support and unmet health
needs of adult patients with multimorbidity attending
primary care in Portugal.

Specific objectives are to:

» Describe the soclodemographic and clinical profiles
of patients with multimorbidity in Portugal;

» Characterise the unmet health needs of Portuguese
patients with multimorbidity;

» Evaluate the impact of multimerhbidity on patients’
health-related quality of life;

> Assess family support to patients with multimerbidity
in Portugal;

» Analyse the relationship between multimorhidity,
patients” health-related quality of life and family
support;

» Describe Portuguese GPs’ knowledge, awareness and
practices related to the management of multimorbidity.

METHODS AND ANALYSIS

Study design

The study consists of three phases:

1. Crosssectional, analytical study of the prevalence and
patterns of multimorhidity in the adult population
attending primary care in Pormugal.

2. Cross-sectional, analytical smdy of patients’
health-related quality of life, selfperceived family
support and unmet health needs of adult patients with
multimorhidity attending primary care in Portugal.

3. Descriptive before-after study of Portuguese GPs’
knowledge, awareness and practices regarding multi-
morbidity and its management.

Phase I: prevalence of multimorbidity in the adult
population attending primary care in Portugal
Design

Cross-sectional, analytical study.

Setling

Primary Care Centres in mainland Portugal will be ran-
domly selected from the five Pertuguese Healthcare
Administrative Regions in order to obtain a national geo-
graphical representative sample.

Sample size

Since the prevalence of multimorbidity varies greatly
across research literature and there is no available esti-
mate for Portugal, a prevalence of 50% was assumed in
order to maximise the sample size. For the study to be
able to estimate a 95% CI for the prevalence of multi-
morbidity with a maximum precision error of 2.5%, a

total of 1500 patients should be recruited (Epidat 4.0—

Organizaciéon Panamericana de la Salud, Washington,

DC, USA).

Study procedures
This phase of the study is expected to start in October
2013.

A two-step selection approach, based on the work of
Fortin & al,3 will be followed. First, GPs will be contacted
and those who accept to participate will recruit their
own patients. Assuming that a GP will be able to include
at least 10 patients in a 3-week period, a total of 150 GPs
has to be enrolled in the study. Considering a 30% invi-
tation response rate, a total of b00 GPs should be invited
to participate in the study: 182 in North (36%), 117 in
Centre (23%), 139 in Lisbon-Tejo Valley (28%), 38 in
Alentejo (8%) and 22 in Algarve (4%) in accordance
with the distribution of the Portuguese adult population
(18+ years) across the five mainland Portuguese
Healthcare Administrative Regions.

The GPs to be invited will be randomly selected from an
alphabetically ordered list prearranged per Healthcare
Administrative Regions, using a random number gener-
ator (Independent Random Sampling) 2

Enrolled GPs will be instructed to invite all adult
(218 years ) patients attending to the primary care con-
sultation to participate in the study during 3 days on
three consecutive weeks (Tuesday on week 1; Wednesday
on week 2; and Thursday on week 3). Participants
willing to participate in the study must give written
informed consent and present willingness and ability to
comply with the study requirements. Participants will be
excluded if they are acutely unwell or refuse to
participate.

Data collection

GPs will be responsible for collecting all data about each
patient during their consultations and through the com-
pletion of a paper questionnaire developed specifically
for this study. The patient’s morbidities will be captured
by GPs, using their knowledge of patient’s history,
patient’s selfreport and electronic and/or paper
medical records of the patient. Morbidities will be col
lected using the ICPC-2 codes or the International
Classification of Diseases—10th version (ICD-10), which
are currently being used in Portuguese Primary Care
Centres.

The personal information section of the Portuguese
version of the EASY-Care questionnaire22 will be used to
collect patients’ social and demographic characteristics,
namely gender, age, residence area, current marital
status, number of years of formal education, living
arrangements, professional status and self-perceived eco-
nomic status through the question ‘In general how do
your family finances work out at the end of the monthe’.

Data will be electronically stored in a database specific-
ally designed for this study using MS Access 2010. Data
will be encrypted and password protected. Information

2 Prazeres F, Santiago L. BMJ Open 2014;4:¢004113. doi:10.1136/bmjopen-2013-004113
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will be treated in strict confidentiality to protect the
privacy of patients.

Paper copies of all informed consents will be retained
in a locked file, separate from any study data.

Slatistical analysis

A descriptive analysis will be performed to all study vari-
ables, namely the number of valid observations, mean,
SD, median and range for quantitative variables and
absclute and relative frequencies for qualitative vari-
ables. Prevalence of multimorbidity (considering two
definitions: >2 or >3 diseases) will be calculated
together with corresponding 95% CI. Moreover, the
prevalence of multimorhidity will be estimated by sub-
groups, namely gender, age, residence area, current
marital status, the number of years of formal education,
living arrangements, professional status and self-
perceived economic status. Univariate analysis will be
conducted to study the associations between those
characteristics and multimorbidity using xQ test (qualita-
tive characteristics) or t test/Mann-Whitney (quantitative
characteristics). Multiple logistic regressions will be
carried out considering the presence of multimorbidity
as the dependent variable and patients’ characteristics as
the independent variables in order to calculate ORs and
corresponding 95% CIs. Total number of morbidities by
patient will also be summarised together with 95% CIL,
and multiple regressions may be performed to analyse
its association with patients’ characteristics. All analyses
will be performed for both aforementioned definitions
of multimorbidity. All tests will be two-sided using a sig-
nificance level of 0.05. Statistical analysis will be con-
ducted using SPSS V.18.0 or higher.

Phase II: patients’ health-related quality of life, perceived
family suppart and unmet health needs of adult patients
with multimorhidity attending primary care in Portugal
Design

Cross-sectional, analytical study.

Setting

Primary Care Centres in the Centre region of Portugal
will be randomly selected within each Care Centres
Grouping (ACES and ULS) in order to obtain a regional

geographical representative sample.

Sample size

A total of 500 patients should be included in phase II in
order to obtain 95% CIs for propertions with a
maximum precision error of 4.5% and 95% CIs for
SF-12 mean scores with a precision error of 4.5 (assum-
ing an SD of 50).

Sludy procedures
Phase II of the study is expected to start in January 2014.

A two-step approach will be considered as in phase L
Assuming that each GP will enrol 10 patients and that
30% of the invited GPs will accept to participate, then

about 170 GPs within the randomly selected Care
Centres should be invited to participate in this phase of
the study.

Primary Care Centres will be randomly selected
(Independent Random Sa\mpling)Q1 and all GPs within
those centres will be invited to participate (until 170
GPs are recruited).

By purposive sampling, enrolled GPs will select adult
(>18 years) patients with multimorbidity and with at
least one of four morhidities: hypertension, diabetes,
asthma and/or osteoarthritis. These morbidities were
selected based on the Portuguese Directorate-General of
Health (DGS—Dire¢ao-Geral da Satide) efferts to imple-
ment specific national recommendations for the diagno-
sis, treatment and control of these conditions, which
have high prevalence and are associated with low quality
of life. > 2°

The investigator or a previously trained research asso-
ciate (GP/GP trainee) will interview the patients at their
convenience, either in the GPs office or at their home.
Participants willing to participate in the study must give
written informed consent and present willingness and
ability to comply with the study requirements.
Participants will be excluded if they are acutely unwell
or refuse to participate.

Data collection

All data will be collected using a paper questionnaire.
Patients” morbidities, social and demographic character-
istics will be registered using the same methodology as
described in phase I. Health-related quality of life will be
evaluated using the Portuguese Short Form-12 Health
Status Questionnaire (SF—]?),27 derived from the
Medical Outcomes Study 36-Item Short Form Health
Survey (SF—36),28 through interview of the patients. The
Poertuguese Family APGAR (Adaptation, Partnership,
Growth, Affection and Resolve) Questionnair629 % that
evaluates family function in five dimensions™ will be
used to measure the perceived family suppert of patients
with multimorbidity.

On the basis of the literature, a patients’ unmet
health needs questionnaire was drafted. The unmet need
for the following services will be evaluated: medical, surgi-
cal and dental care, prescription medications, mental
healthcare or counselling, and eyeglasses or other tech-
nical aid. These will be evaluated by a set of general ques-
tions, such as ‘During the past 12 months, was there a
time when you wanted/needed medical care but
couldn’t get it at that time?’ If an unmet health need is
stated, available reasons to explain it are: Couldn’t you
get off work? Were you too sick? Didn’t you have a way to
get there? Did you have responsibilities to take care of
someone? Were you afraid to leave home because of per-
sonal safety? Did you have other more important things
to take care of? Did you have to spend your money for
food, clothing, housing, etc? These questions will be
translated to Portuguese by the study investigator and the
translation will be subsequently reviewed by an

32-36
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independent GP expert. Any disagreements will be dis-
cussed between both in order to achieve a consensus.
Furthermore, a pretest will be undertaken and the trans-
lated questions will be applied to 50 participants prior to
patients enrolment phase in order to verify participants’
comprehensibility of those questions.

Statistical analysis

Descriptive statistics will be computed for all variables
together with 95% Cls whenever relevant and applic-
able. Associations between qualitative-independent vari-
ables will be tested using * test. Comparisons hetween
two or more independent groups regarding a quantita-
tive variable are to be conducted using analysis of vari-
ance (ANOVA) or Kruskal-Wallis non-parametric test, if
normality assumption is not met. ANGOVA may also be
used to adjust for potential confounding factors.
Associations between quantitative independent variables
will be analysed using Pearson’s or Spearman’s correl-
ation coefficient depending on normality assumption.
All tests will be twosided, considering a significance
level of 0.05.

Phase lll: Portuguese GPs’ knowledge, awareness and
practices regarding multimarbidity and its manage ment
Design

Before-after, descriptive study.

Since there is a lack of research on multimorbidity in
Portugal, we helieve that this concept is not usually
taken into account in daily practice. We also have confi-
dence in that the dissemination of the results of parts I
and II of the study will have the capability of raising
awareness and change behaviour towards patients with
multimorbidity. To test these hypotheses, a before-after
study was designed.

Setting
Selected Primary Care Centres in two districts of the
Centre region of Portugal (Coimbra and Aveiro).

Sample size

Since this is a descriptive study, no formal calculations
were performed to estimate the sample size.
Notwithstanding, we are willing to include at least 160%
of the population of GPs in these two districts corre-
sponding to a sample size of approximately 60 GPs.

Sludy procedures

GPs working in Primary Care Centres in the districts of
Coimbra and Aveiro will be recruited by chain-referral
sampling.

Data collection

Prior to the start of phase I of the study, an online ques-
tionnaire with open text format questions will be used to
evaluate GPs’ knowledge (definition of multimorbidity),
awareness (relevance of multimorbidity in daily practice)
and practices (management of multimorbidity). This

will be followed by a second application of the same
questionnaire after the distribution of a flyer with the
results of phases I and II of the study.

This questionnaire will have a semantic validation by
two distinct groups. The first is composed of experts in
multimorbidity and the second by possible respondents,
in our case, GPs.

Statistical analysis

Before—after collected answers will be listed and analysed
by the study investigator. If possible, answers will be con-
verted into qualitative variables by the study investigator
in order to evaluate knowledge, awareness and practices.
This process will also be performed by an independent
expert and results will be crosschecked. Discrepancies
will be further discussed until a consensus is achieved.
Results obtained will be summarised using descriptive
statistics as previously described.
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2.1 Amendments in relation to the original protocol

The work related to this doctoral thesis was developed in three distinct phases that

culminated in four published scientific articles.

Details of the amendments in relation to the original protocol regarding the “material and
methods” of the three phases are presented in the published articles accessible in the next

chapter.
The next chapter present the papers as listed here:

e Phase |: prevalence of multimorbidity in the adult population attending primary

care in Portugal

Prevalence of multimorbidity in the adult population attending primary care in
Portugal: a cross-sectional study. Prazeres F, Santiago L. BMJ Open
2015;5(9):e009287.

e Phase Il: patients’ health-related quality of life, perceived family support and
unmet health needs of adult patients with multimorbidity attending primary care

in Portugal

Relationship between health-related quality of life, perceived family support and
unmet health needs in adult patients with multimorbidity attending primary care in
Portugal: a multicentre cross-sectional study. Prazeres F, Santiago L. Health Qual Life
Outcomes 2016;14(1):156.

e Phase IlI: Portuguese GPs’ knowledge, awareness and practices regarding

multimorbidity and its management

Defining Multimorbidity: From English to Portuguese Using a Delphi Technique.
Prazeres F, Santiago LM, Simoes JA. Biomed Res Int. 2015;2015:965025.

The Knowledge, Awareness, and Practices of Portuguese General Practitioners
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BM) Open Prevalence of multimorbidity in the
adult population attending primary care
in Portugal: a cross-sectional study

Filipe Prazeres,'? Luiz Santiago'?

ABSTRACT

Objectives: To determine the prevalence of
multimorbidity in the adult population attending
primary care in Portugal, to identify assaciated
sociodemographic factors, and to reveal combinations
of chronic health problems.

Design: Cross-sectional, analytical study.

Setting: Primary Care Centres in mainland Portugal
across the five Portuguese Healthcare Administrative
Regions.

Participants: 1279 women and 714 men agreed to
participate. The mean aga was 56.3 years (59.0 years
for men; 54.8 years for women). The most frequent
marital status was married/cohabiting {69.5%). The
most predominant living arrangement was living as a
couple {57.2%). A considerable proportion consisted
af pensioners/retirees (41.5%) and adults with a low
educational level (48.7%). Sufficient monthly income
was reported in 54.4% of the cases.

Primary outcome measures: For each patient,
multimorhbidity was measured sither by the prasence of
>2 or >3 chronic health problems, from a list of 147
chronic hezlth prohlems. Clinical data were collected
using the general practitionar's knowledge of the
patient’s history, patient's self-report and medical
records. Cluster analyses were performed to raveal
distinet patterns of multimorbidity.

Secondary outcome measures: Patient social and
demographic data (sex, age, residence area, current
marital status, number of years of formal education,
living arrangements, professional status and self-
perceived economic status). Logistic regression
analyses were performed to datermine the association
between sociodemographic factors and multimorhidity.
Results: Mutiimorbidity (2 or mare chronic health
prohlems) was present in 72.7%. When & cut-off of
three or more was used, an expressive percentage of
multimarhidity (57 2% remained present. The likelihood
of having multimorhidity increased significantly with
age. Pensioners/ratirees and adults with low levels of
education were significantly mora likely to suffar from
multimorbidity. Cardiometabolic and mental disorders
were the most common chronic health problems. Six
multimorbidity clusters have been identified.
Ganelusions: Multimorbidity was found to be a
common occurrence in the Portuguese primary care
users. Future primary healthcare policies should take
multimorbidity into consideration.

Strengths and limitations of this study

= This is the first study to quantify multimorhidity
in the adult population attending general practice
in Portugal. It contributes to a hetter knowladge
of the epidemiological factors associated with
multimerbidity in Portugal.

» This study investigated a large list of 147
chronic health problems. Most multimorbidity
studies only considered a small list of chronic
conditions.

» Clinical data were collected using three data
sources for sach patient general practitioner
{GPY's knowledge of patient’s history, patient’s
seff-report and medical records. Mast multimor-
hidity studies rely on only one of these sources
of data,

= The study findings may not he generalisahle to
the entirety of the Portuguese primary care,
since a random sample of each GP’s patients
was not passible to achieve. The study lacks a
disease severity score and the cross-sectional
nature of the study design does not allow for
causal inferences to be proven.

= The most common chronic health problems and
the prevalence of multimorhidity encountered
were similar to those found in other studies,
which supports the validity of the study findings.

BACKGROUND
Primary care plays a central role in the man-
agement of chronic medical conditions.” *
Evidence to date suggests that the majority of
patients with chronic health conditions do
not have a single diagnosis, but numerous
diagnoses coexist within one pemon.?’
Multimorbidity has been defined as the
co-occurrence of more than one chronic
condition in an indi\fidual,4 and this has
become more common across studied popu-
lation groups over time with important con-
sequences for primary care and secondary
care providers.

As the world population ages and life expect-
ancy increases, multimorbidity becomes pro-
gressively common® in developed®® and

BM)
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developing countries.* ' Nonetheless, multimorbidity can
be present in all age groups, rendering it a widespread
public health concern. s

The overall estimated prevalence of multimorbidity
varies across the literature, depending on the studied
population and the used nru—“:thodology,14 and the
primary care setting is no exception. In a recent Dutch
studyl5 involving about 213 000 patients, multimorhidity
was found among 13% of the population, but it can rise
to as high as 95% within the group of the oldest ones.™®

Patients who suffer from multimorbidity have poor
health outcomes,"’ high healthcare utilisation™® ('78% of
all primary care consultations are provided to patients
with multiple chronic conditions®), more hospital admis-
sions'® and increased average cost of care.® This poses a
significant challenge on patients’ lives, general practi-
tioners’ (GPs) work and healthcare services in general.21

Since GPs are responsible for the complete person’s
health, they should pay special attention to the preva-
lence and patterns of multimorbidity in order to best
plan and provide patient care.

Taking into consideration the demographic projec-
tions, the Portuguese population will significantly age
over the course of the next four decades. By 2050, about
32% of the population is projected to be aged 65 and
over, significantly above the Organisation for Economic
Co-operation and Development (OECD) average of
95.7%.,% which underlines the need for health practi-
tioners to become acquainted with the multimorbidity
phenomenon in Portugal.

This study aimed to determine the prevalence of mul-
timorbidity in the adult population attending primary
care in Portugal, to identify associated sociodemo-
graphic factors, and to reveal combinations ef chronic
health problems that in the future might benefit from
directed care management.

METHODS
Study design
This cross-sectional study, conducted from October 2013
to December 2014, represents the first phase of the
MM-PT project—Multimorbidity in primary care in
PorTugal—designed to further the knowledge of the epi-
demiology of multimorhidity in the country from mul-
tiple perspectives. Details of study design, definitions
and methods were previously published in this journal.23
The study was conducted in agreement with the prin-
ciples of the Declaration of Helsinki** and received insti-
tutional Ethics Committee approval. The reporting of
this study conforms to the Strengthening the Reporting
of Observational Studies in Epidemiology (STROBE)

statemnent.®

Participants

The sampling approach is described in detail else-
where2® Briefly, in agreement with the distribution of
the Portuguese population aged 18vears and older

across the five mainland Portugal Healthcare
Administrative Regions, a random sample of GPs,
working in the National Health Service, was obtained
aiming at a total of 1500 general practice patients
recruited within them. GPs were initially invited by
letter. Subsequently, frequent reminders were sent by
letter, telephone, email and/or persenal visits. In view of
insufficient response to these recruitment strategies,
changes in the study procedures were deemed necessary:
recruitment awareness was raised hoth by emails sent to
medical online discussion forums/mailing groups and
via the distribution of leaflets in national conferences.
No reimbursement of any kind was offered for involve-
ment in this study.

Adult patients who attended primary care consulta-
tions during the study period and were judged as being
physically and mentally able to provide informed

consent were included in the study.

Data collection procedures

Data collection was performed by protocol.23 The ques-
tionnaire was pilot tested in 25 adult general practice
patients. No alterations to the questionnaire were found
to be needed.

Outcome variable

For each patient, multimorbidity was measured either by
the presence of >2 or >3 chronic health problems at
the time of data collection. The chronic health pro-
blems of interest were drawn from the 147 International
Classification of Primary Care, Second edition (ICPC-2)
rubrics list gathered by the Family Medicine Research
Centre, University of Sydney.z6

Independent variahles

Social and demographic characteristics such as sex
(male/female), age (18-34/35-49/50-64/>65 vears),
residence area  (urban/rural), current marital
status  (married-cohabiting/single/widowed/separated-
divorced), number of years of formal education (less
than 6 years/at least 6 but not more than 9 years/more
than 9years), living arrangements (couple/extended
family/alone/other), professional status (pensioner-
retired/employed /unemployed /housewife /student)

and self-perceived economic status (‘Just enough to
make ends meet’/‘Not enough to make ends meet’/
‘Seme money left over’) ‘were assessed by the personal
information section of the Portuguese version of the
EASY-Care questionnaire.

The clinical data {(chronic health problems) were col-
lected using the GP’s knowledge of the patient’s history,
patient’s selfreport and electronic and/or paper
medical records of the patient. Health problems were
defined as chronic by the O’Halloran criteria: (A) have
a duration that has lasted, or is expected to last, at least
6 months; (B) have a pattern of recurrence or deterior-
ation; (C) have a poor prognesis and (D) produce

2 Prazeres F, Santiago L. B Open 2015;5:6009287. doi:10.1136/bmjopen-2015-009287
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consequences or sec&uelae that impact on the indivi-

dual’s quality of life.?

Statistical analyses

In addition to the descriptive analysis, ¥ tests for group
comparisons and logistic regressions, performed as spe-
cified in the aforernennoned published study protocol
cluster analyses were also executed aimed at revealing
distinct patterns of chronic health problems. As previ-
ously employed by Marengoni et al,% a correlation
matrix was computed among the most frequent chronic
health problems in the sample (prevalence >5% and
»>10%) using the Yule () measure of similarity and
average linkage as an algorithm.

All analyses were done using the IBM SPSS Statistics
for Windows, V21.0 (IBM Corporation, Armonk,
New York, USA).

p Values <0.05 were considered statistically significant.

RESULTS

Characteristics of participants

Enrolled GPs approached a total of 2027 patients aged
18 years and older for inclusion in the study; 98.3%
(1279 women and 714 men) agreed to participate.
Thirtyfour refused to participate due to personal
All five mainland Portuguese Healthcare
Administrative Regions attained or surpassed the
minimum required sample size: 559 in the North
(104%), 750 in the Centre (208%), 459 in the
Lisbon-Tejo Valley (109%), 149 in Alentejo (124%) and
76 in Algarve (127%). The average participant-GP ratio
was 28.0 patients per GP (range 10-65).

The mean age for the sample was 56.3 years
(59.0 years for men and 54.8 years for women). Table 1
shows the demographic characteristics of sample respen-
dents. The most frequent marital status was married or
cohabiting in 69.5% of the sample. The most predomin-
ant living arrangement was living as a couple (57.2%). A
considerable proportion of the sample consisted of pen-
sioners and retirees (41.5%), and adults with a low level
of education (48.7%). Sufficient monthly income was
reported in 54.4% of the cases.

reasons.

Prevalence of multimorbidity

Almost 9 out of 10 study participants (87.0%) had at
least 1 chronic health problem, with an overall average
of 3.4 (3.6 in men, 3.5 in women).

Multimorbidity, measured as a count of 2 or more
chronic health problems, was present in 72.7% of the
sample. Consistently, when a cut-off of 3 or more was
used, an expressive percentage of multimorbidity
(57.2%) remained present.

There was a significant relationship (p<0.05) between
each demographic characteristic and multimorbidity
(table 2). Males, old age, residing in rural areas, becom-
ing a widow or widower, living alone, having a low level
of education, being a pensioner or a retiree, and

Table 1 Demographic characteristics of the sample

Characteristic % (n)
Sex
Women 64.2 (1279)
Men 35.8 (714)
Age (years)
18-34 14.5 (288)
3549 19.5 (388)
50-64 30.7 (612)
>65 35.4 (705)
Residence area
Urban 53.1 (1058)
Rural 48.9 (935)
Marital status
Married/cohabiting 69.5 (1385)
Single 12.2 (244)
Widowed 11 6 (232)
Separated/divorced .6 (132)
Living arrangements
Couple 57.2 (1139)
Extended family 24.1 (481)
Alone 14.5 (289)
Cther (including care home) 4.2 (84)
Education
Low level (less than 6 years) 48.7 (971)
Medium level (at least 6 but not more than  23.7 (472)
9 years)
High level (more than 9 years) 27.6 (550)
Professional status
Pensioner/retired 41.5 (828)
Employed (full-time/part-time) 39.3 (784)
Unemployed 10 5 (209)
Housewife 1(121)
Student 26 (51)
Monthly income
‘Just enough to make ends meet’ 54.4 (1084)
‘Not enough to make ends meet’ 27.5 (549)
‘Some money left over’ 18.1 (360)

perceiving an insufficient monthly income were asso-
ciated with higher rates of multimorbidity. A similar
trend was observed for three or more chronic health
problems multimorhidity cut-off, with the exception of
an equally prevalent multimorbidity between monthly
income levels (p=0.070).

As table 3 shows, the prevalence of multimorbidity
(using 2 cut-off points) increased with age in men and
women. Men aged 50-64 had a higher prevalence of
multimorbidity compared to their female counterparts,
whereas in all other age groups women surpassed men.
However, none of these differences were statistically
significant.

As can be seen from table 4, after adjustment, the
demographic variables that remained associated with the
presence of multimorbidity were age, education and pro-
fessional status. The likelihood of having multimorbidity
increased significantly with age (p<0.001). Pensioners,
retirees and adults with low levels of education were sig-
nificantly more likely to suffer from multimorbidity. No

Prazeres F, Santiago L. BMJ Open 2015;5:¢009287. doi:10.1136/bmjopen-2015-009287 3
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differences in the odds of multimorbidity were detected
in terms of sex, residence area, marital status, living
arrangements cr monthly income.

Value

Chranic health problems and patterns of multimarbidity
Table 5 shows the most common chronic health pro-
blems in the sample, considering a minimum prevalence
of at least 5%. Globally, the two leading problems were
lipid disorder (44.8% males, 35.7% females) and uncom-
plicated hypertension (43.8% males, 33.4% females).
Depressive disorder was the third most common chronic
health problem among females (22.8%) and non-insulin
dependent diabetes among males (25.4%). In both
sexes, obesity came in fourth place (19.5% males, 14.4%
females). The least common problem was csteoporosis
with a prevalence of around 5%.

As could be expected, each common chronic health
problem co-occurred with some other chronic health
problem at a greater extent than as a stand-alone condi-
tion (table h).

Women with a diagnosis of non-insulin dependent dia-
betes, osteoarthritis of the knee, back syndrome with
radiating pain and lipid disorder were 74.4 times, 62.3
times, 42.5 times and 21.1 times, respectively, more likely
to have multimorbidity (2 or more chronic health pro-
blems) than women without these diagnoses (p<0.001).
When considering multimorbidity as the co-occurrence
of three or more chronic health problems, there was a
decrease in the odds. Nonetheless, wemen with csteo-
arthritis of the knee, lipid disorder, non-insulin depend-
ent diabetes and back syndrome with radiating pain
were 13.4 times, 11.3 times, 9.9 times and 8.7 times,
respectively, more likely to have three or more chronic
health problems than women without these diagnoses
(p<0.001) (table 6).

In men, the highest ORs for multimorbidity (2 or more
chronic health problems) were associated with obesity
(OR, 28.7 (95% CI 7.0 to 117.5); p<0.001), lipid disorder
(OR, 16.0 (95% CI 8.9 to 28.8); p<0.001) and benign
prostatic hypertrophy (OR, 14.8 (95% CI 4.7 to 47.3);
p<0.001). Men with complicated hypertension were 26.2
times more likely to have three or more chronic health
problems than non-hypertensive men (table 6).

Figure 1 shows the six disease clusters that were identi-
fied using cluster analysis. One cluster was comprised
solely of overweight. Two clusters included two diseases:
one anxiety disorder/anxiety state and depressive dis-
order, and one varicose veins of the leg and back syn-
drome without radiating pain. One cluster included
three diseases: obesity, non-insulin dependent diabetes
and uncomplicated hypertension. Two clusters included
four diseases: one osteoarthrosis (other), osteoporosis,
goitre and back syndrome with radiating pain and one
complicated hypertensicn, lipid disorder, osteoarthritis
of the knee and benign prostatic hypertrophy.

As a corrchoration procedure, a second cluster ana-
lysis was performed using chronic health preblems with
a prevalence >10%. Obesity, non-insulin  dependent

Male (n=290)

=415)

years

=65

Value Female (n:

Male (n=238)

50-64 years
Value Female (n=374)

258(19.91031.7) 21.1 (11.41t0 30.9) 0.426 60.4 (54.6 10 66.3}) 53.9 {44.7 to 63.2}) 0.233 79.4 (75310 83.5) 84.0(79.31088.7) 0.154 93.5(91.1 10 95.9} 91.4 (88.1 0 94.6} 0.291

Male (n=115)

273)

35-49 years
0.647 33.0{27.410386} 29.6{21.11038.0} 0.512 626 (57.61067.5) 67.6({61.71073.6) 0.200 83.4(79.8 10 87.0} 81.7 {v7.2 fo 86.2} 0.569

Value Female (n

11.3 (3.7 o 18.8)

Percentage of patients with multimorbidity (95% CI)
Male (n=71)

18-34 years
Female (n=217)

13.4 (8.8 to 17.9)

Table 3 Prevalence of mullimorbidily, by sex and age group

>2
chronic
health
problems
=3
chronic
health
problems
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Table 4 |ogistic regression model for demographic determinants of multimorbidity

Multimorbidity
>2 chronic health problems >3 chronic health problems

Characteristic CR 95% ClI p Value OR 95% Cl p Value
Sex

Women base - - base - -

Men 0.9 0.7101.2 0.649 1.0 0.8t01.3 0.990
Age (years)

18-34 base - - base - -

35-49 3.3 2210 4.8 <0.001 2.5 1.6t03.8 <0.001

50-64 8.7 4410101  <0.001 7.0 45t011.0 <0.001

>65 9.3 5010 174  <0.001 111  63t019.7 <0.001
Residence area

Urban base - - base - -

Rural 1.0 0.810 1.3 0.746 1.2 09t01.5 0.157
Marital status

Married/cohabiting 14 091023 0.182 1.0 06t01.7 0.958

Single base - - base - -

Widowed 1.3 0710286 0.410 1.2 0.7 to 2.1 0.521

Separatedidivorced 1.0 0610 1.7 0.985 1.0 06t01.8 0.948
Living arrangements

Couple 14 091023 0.182 0.9 06t015 0.778

Extended family 1.0 0610 1.7 0.985 1.0 0.6t0 1.8 0.979

Alone base - - base - -

Other (including care home) 1.3 071026 0.410 0.9 05t01.7 0.819
Education

Low level (less than 6 years) 2.0 141028 <0.001 1.7 1.3t02.4 0.001

Medium level (at least 8 but not more than 9years) 1.3 1.0t0 1.8 0.081 1.4 1.1t02.0 0.014

High level (more than 9 years) base - - base - -
Professional status

Pensioner/retired 4.4 1610 11.9 0.003 152 2.0to 117.6 0.009

Employed (full-time/part-time) 1.9 0.8to4.7 0.143 8.2 1.01 to 62-2 0.041

Unemployed 2.5 1.0t0 6.2 0.053 108 1.4-82.3 0.022

Housewife 25 0.9-7.1 0.073 8.5 1.1to 66.8 0.043

Student base - - base - -
Monthly income

‘Just enough to make ends meet’ 0.8 0.6t0 1.1 0.158 - - -

‘Not enough to make ends meet’ base - - - - -

‘Some money left over' 0.8 05t0 1.1 0.182 - - -

diabetes and uncomplicated hypertension remained
together in a cluster and so did complicated hyperten-
sion and lipid disorder. Overweight, back syndrome with
radiating pain and depressive disorder remained in inde-
pendent clusters.

DISCUSSION
Strengths of the study
This is the first study to report the prevalence and pat-
terns of multimorbidity in the Portuguese population
aged 18 and older attending primary care consultations.
It is cross-sectional, which is the most frequent design to
assess the epidemiology of rnultirnorbidity.g9 A simple
count of individual chronic conditions was the approach
used to measure multimorbidity, which is also the most
commeon across the literature.*

Although there is no agreement regarding the
number and type of chronic health problems that

should be included in multimorbidity related studies,
the use of 12 or more frequent chronic diseases has
been suggested by some authors™ as being the cutoff
for better prevalence estimates; this study largely meets
this principle, since a list of 147 chronic health problems
was used.

Statement of overall findings

In general, the study results substantiate the commonly
assumed perception that multimorbidity is the rule in
primary care.® Even though it may not be entirely accur
ate to directly compare the prevalence estimates of mul-
timorbidity between studies, owing to the differences in
the employed rnethodologies,14 some authors have
stated that prevalence estimates are similar when multi-
morbidity is defined as two or more disease entities,
independently of how a disease entity is defined.** In
this study, the high prevalence of two or more chronic
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Table 5 Chronic health problems with a prevalence »5% and their co-occurrence rates

Associated chronic health
prablems (%)

ICPC2 code  Chronic health problem N Stand-alone (%) +1 +2 +3 +4 or more
T93 Lipid disorder 776 3.7 98 147 189 528
K86 Hypertension, uncomplicated 740 6.4 14.1 16.8 1941 43.8
P76 Depressive disorder 340 109 129 138 185 4338
T90 Diabetes, non-insulin dependent 333 2.7 84 132 192 565
T82 Obesity 323 4.3 96 164 18.8  51.1
L86 Back syndrome with radiating pain 250 3.6 10.0 108 140 61.6
T83 Overweight 213 4.7 113 160 183 4938
K87 Hypertension, complicated 206 0 2.9 87 160 723
K95 Varicose veins of leg 195 4.1 97 149 178 533
L90 Osteoarthritis of knee 191 0.5 6.3 63 11.0 759
P74 Anxiety disorderfanxiety state 176 6.8 13.1 131 17.0 50.0
L91 Osteoarthrosis, other 130 1.5 3.8 100 154 892
Y85 Benign prostatic hypertrophy 116 2.6 6.9 85 181 629
L84 Back syndrome without radiating pain 108 5.8 74 102 241 528
T81 Goitre 107 1.9 15.0 150 131  55.1
L95 Osteoporosis 105 1.9 4.8 76 162 695

health problems—multimorbidity—is consistent with
data present in the literature.?

Given the current absence of a consensual definition
of multimorbidity, the recommendation of Fortin ef alt
of using two operational definitions of multimorbidity
was followed. Therefore, in this study, multimorbidity
was also defined by three or more chronic health pro-
blems. Although only a few studies have used this

deﬁnition,29 it is of relevance for practitioners since it
can identify patients with higher needs.?! More than
half of the study participants had three or moere chronic
health problems, which is a common prevalence found
in developed countries.® ¥

These findings suggest that Portuguese GPs are likely
to struggle with increasingly daily practice concerns,
since they will face many challenges regarding the

Table 6 ORs (and 95% Cls) for multimorbidity associated with 10 most common chronic health problems in women and

men

Multimorbidity

>2 chronic health problems >3 chronic health problems
ICPC2 code Chronic health problem % OR 95%Cl pvalue % OR 95%Cl p value
Women (n=1279)
T93 Lipid disorder 965 21.1 12610353 <0.001 868 11.3 B8.3to154 <0.001
K86 Hypertension, uncomplicated 937 101 67t 153 <0.001 787 50 3.8t06.5 <0.001
P76 Depressive disorder 884 4.0 271058 <0.001 75.0 32 24t042 <0.001
T82 Cbesity 935 7.1 391128 <0.001 821 46 3.1t068 <0.001
L86 Back syndrome with radiating pain ~ 98.8 425 105101724 <0.001 895 87 53to145 <0.001
K95 Varicose veins of leg 963 127 561t029.0 <0.001 852 57 361089 <0.001
T90 Diabetes, non-insulin dependent 993 744 10410533.7 <0.001 908 99 57t017.4 <0.001
P74 Anxiety disorder/anxiety state 919 53 281099 <0.001 765 3.0 2.0to45 <0.001
L90 Osteoarthritis of knee 992 623 87104475 <0.001 931 134 6.8t026.7 <0.001
T83 Overweight 952 93 4110214 <0.001 817 42 26t067 <0.001
Men (n=714)
T93 Lipid disorder 959 160 8910288 <0.001 859 85 58t0123 <0.001
K8é Hypertension, uncomplicated 936 89 5410147 <0.001 808 48 341068 <0.001
T90 Diabetes, non-insulin dependent 956 98 461200 <0.001 873 61 381098 <0.001
T82 Obesity 986 287 7.0t 1175 <0.001 914 89 4810164 <0.001
Y85 Benign prostatic hypertrophy 974 148 471473 <0.001 905 75 3.9t014.2 <0.001
K87 Hypertension, complicated 1000 - - - 971 262 821t083.6 <«0.001
T83 Overweight 954 786 2710210 <0.001 874 50 261096 <0.001
L86 Back syndrome with radiating pain ~ 91.1 3.6 1610 8.0 0.001 797 27 15t048 <0.001
L90 Osteoarthritis of knee 1000 - = = 933 98 3510275 <0.001
P76 Deprassive disorder 938 51 161166 0.003 833 33 15t07.2 0.001
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Figure 1 Dendogram resulting from cluster analysis.

multimorbidity impact on disease management, as is the
case in other countries.” Caring for patients with multi-
morbidity is a demanding task because, on the one
hand, there is a lack of multimorbidity related guide-
lines™ and, on the other, current interventions have had
mixed effectiveness results.”® There remains the need to
identify patients with multimorbidity in order to develop
new and stronger patientoriented interventions.”
These can be supported by a longitudinal doctor-patient
relationship-based care, the offer of a benefit-risk
balance to each individual, and decision taking driven
by the patient’s capability to cope with them, ultimately
avoiding overdiagnosis and overtreatment.”” Recent
efforts to address multimorbidity within guidelines are
also being pursued.™

Relationship with other studies

In line with previous reports,” * ' 17 1* #7424 significant
association between age and prevalence of multimorbid-
ity, irrespective of the definitions used, was found in this
study. The presence of multiple chronic health problems
increased with age and was highest among adults aged
65 or older. This is due to the accumulation of chronic
health conditions during the ageing process.”” The
prevalence of multimorbidity in each individual age

group match those observed in a prior .s;tu(ly,'ri but are
higher than the ones obtained by the majority of the
published studies.” Whether this is a real difference
between the adult Portuguese primary care users and
the primary care practice settings from other western
countries, or the consequence of different methodolo-
gies of estimating multimorbidity prevalence, will remain
the object of further research.

Women are associated with increased risk for multi-
morbidity."" The majority of the study participants were
female. Nonetheless, males were associated with higher
rates of multimorbidity. This gender effect, however, did
not persist after adjusting for all sociodemographic vari-
ables. These results therefore need to be interpreted
with caution.

Kricger et al'* listed the level of cducation, occupa-
tional prestige and income as indicators of socio-
economic status. Lower socioeconomic status is a known
determinant of multimorbidity,” and this study’s find-
ings support it. Therefore, the level of education™ and
professional status of the patients with multimorbidity
should be taken into consideration when developing
prevention strategies in primary care practice settings.

The type of source of data collection interferes with
the prevalence estimates of multimorbidity."* To minim-
ise this effect, three sources of data were simultaneously
used for each patient in this study: self-reported health
status, analyses of medical records and GP’s knowledge
of the patient’s history.

In agreement with previous reports, ' cardiometabolic
and mental disorders were the most common chronic
health problems in the study sample. Compared with
national estimates, lipid disorder is lower in the sample
(38.9% vs 47.0%"7), whereas hypertension (uncompli-
cated plus complicated)—47.5% vs 42.2%," depressive
disorder—17.1% vs 7.9%," diabetes (non-insulin
dependent)—16.7% vs 11.7%" and obesity—16.2% vs
14.2%"" are higher in the sample. However, these
studies present considerable differences in methodolo-
gies and target populations, which make prevalence
comparisons difficult and the focus of further research.
A possible reason for the relative high prevalence of
depressive disorder in the sample may be the worsening
of the socioeconomic conditions that Portugal faced due
to the austerity programme from the International
Monetary Fund and European Union.  Another pos-
sible explanation for this is that depressive disorder is
most frequently present in fcllla]es,'ﬂ who constitute the
majority of the sample.

The most common chronic health problems observed
in the sample systematically coexisted with other chronic
conditions in line with previous studies.” Both females
and males affected by one of the most common chronic
health problems have an increased risk of having multi-
morbidity (two or more and three or more chronic
conditions).

According to a recent review,” there is no consistent
pattern of multimorbidity across studies, mostly due to
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differences in the study design and inclusion criteria™

Nevertheless, comorbidities can be grouped into three
broad types: cardiometabolic, anxiety-depression and
pain related.” The results of this study further support
this classification in adult patients with multimorhidity
in the primary care. The cardiometaholic pattern found
reflects three of the main features of the metabolic syn-
drome:™ diabetes, obesity and hypertension. This clus-
tering of illness and risk factors is considered to be the
agent of a new epidemic of cardiovascular disease.”® The
anxiety-depression cluster favours the diagnosis of a syn-
dromal combined anxiety and depressive disorder, very
common in primary care and seen most frequently in
this setting‘56 A cluster with pain was also present in this
study, back syndrome with radiating pain was found to
be associated with other chronic health problems that
can cause or contribute to it such as osteoarthrosis and
osteoporosis (indirectly by leading to painful fractures of
the vertebrae). These findings strengthen the idea of
the presence of associations of chronic health problems
in patients with multimorbidity.

Limitations of the study

Some limitations of the study need to be stated. First,
volunteer GPs collected data only from patients whom
they have observed in consultations, which may have
caused an over-representation of the frequent users of
primary care services. The use of a random sample of
each GP’s patients might have produced more accurate
results,?’ although this would have not been practicable
due to financial and time restraints. Nonetheless, the
results of this study preduce an image of the type of
health problems tackled in GP practices. Second, even
though all five mainland Portuguese Healthcare
Administrative Regions were represented in this study,
local unknown biases could have been introduced and
our findings may not be generalisable to all Portuguese
primary care. Third, although important when studying
multimorbidity, no indicator of disease severity was used
as it would be too demanding for participating GPs to
evaluate in each consultation. Finally, this study is cross-
sectional, and therefore no causal relationship could be
proven. Despite the stated limitations, the study suggests
that the most common chronic health problems and the
encountered prevalence of multimorbidity were similar
to those found in other studies, which supports the val-
idity of the study findings.

CONCLUSION

This study contributes to an increase in the understand-
ing of multimorbidity and chronic health problems of
the Portuguese population aged 18 and older attending
primary care consultations. Multimorbidity was found to
be a common occurrence in the studied sample. The
highest levels of multimorbidity were identified among
some vulnerable groups: the elderly, the less educated
and the pensioners/retirees, which make them the

target audience to consider in terms of public policies
in the fields of health promotion and disease preven-
tion. Regarding the prevalence of cardiometabolic and
mental disorders, they clearly are two areas that need to
be pricritised by GPs in the community. Six multimor-
bidity clusters have been identified. In the future, these
patterns may benefit from directed care management,
but only further research with a longitudinal approach
will tell.

Survivorship with multimorbidity is the price of
success of effective primary and secondary care, but do
primary care patients with multimorbidity have a positive
quality of life in Portugal? This is a question that phase
II of our study will aim to answer.
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Abstract

Background: Multimorbidiity has a high prevalence in the primary care context and it is frequently associated with
worse health-related quality of life (HRQoL). Few studies evaluated the variables that could have a potential effect
on HRQoL of primary care patients with multimorbidity. The purpose of this study, the first of its kind ever
undertaken in Portugal, is to analyse the relationship between multimorbidity, health-related quality of life,
perceived family support and unmet health needs in adult patients attending primary care.

Methods: Multicentre, cross-sectional survey conducted among primary care patients with multimorbidity. It
included 521 participants (64.1 % females) who met the inclusion criteria. HRQoL was evaluated wsing the
Portuguese Short Form-12 Health Status Questionnaire. The Portuguese Family APGAR was used to measure the
perceived family support. A patients’ unmet health needs guestionnaire was used. The unmet needs for medical,
surgical and dental care; prescription medications; mental healthcare or counselling; and eyeglasses or other
technical aid was assessed. Descriptive and multivariate analyses were performed.

Results: The sample had an overall average of 4.5 chronic health problems. Increased multimorbidity levels were
linked to worse health-related quality of life, particularly the physical health. Some variables were confirmed as
playing a role on health-related quality of life. Male patients with high monthly incomes and highly functional
families had better phiysical and mental health. High levels of education and the presence of asthma were also
associated with better physical health. Contrariwise, elderly patients with high levels of multimorbidity and with
osteoarthritis had lower physical health. The majority of the patients did not have unmet health needs. When
health needs were stated they were mostly for generalist medical care, dental care, and eyeglasses/other technical
aid. Financial insufficiency was the primary reason for not fulfilling their health needs.
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Conclusion: To improve the guality of life of multimorbid patients, within primary care practices and health
delivery systems, one should take into special account the sex of the patient, the perceived family support and the
self-perceived economic status because of their relationship with both physical and mental health. Limitations and

recornmendations are discussed.

Keywords: Multimorbidity, Health-related quality of life, Family support, Unmet health needs, Primary health care,

Portugal

Background

The prevalence of multimorbidity, defined as the co-
occurrence of 2 or more chronic health problems within
one persen [1], is increasing worldwide due to the effects
of improved living conditicns, better medical care and an
aging population [2, 3]. Portuguese epidemiologic data fol-
lows the same tendency, with a high prevalence of multi-
morbidity (72.7 %) amongst adult patients attending
primary care [4]. Factors such as sccial deprivation [5],
marginalisation [6], mental health disorders [5], and poor
housing cenditions [7] are associated with an increased
prevalence of multimorbidity.

Living with multimorbidity can be a difficult task for
the patients as well as for their healthcare providers.
Multimorbid patients are more likely to die early [8], ex-
perience poor clinical outcomes [9] and a decline of
physical functioning [10]. When describing the health
burden of chronic diseases, healthcare previders should
include measurements of health-related quality of life
(HRQoL) [11].

HRQoL is a multidimensional concept that includes
domains related to physical, mental, emotional and so-
cial functioning associated with an illness or treatment
[12]. The Centers for Disease Control and Prevention
{CDC) defined HRQoL as an individual’s or group’s per-
ceived physical and mental health over time [13]. Self-
rated health status is also a predictor of mortality [14].

Since multimorbidity has a significant negative impact
on HRQal. [15-19], it would be expected that this rela-
tionship would be commonly researched, particularly in
the primary care context where the majority of treated
patients are multimorbid [20], but this is not the case
[16]. Limited information exists about the influence of
sociodemographic factors (e.g. social support, educa-
tional background, economic status) on HRQoL of pri-
mary care patients with multimorbidity [2]. There is
some evidence to suggest that strong social support
from family members can protect against illness or dis-
ability [21] and improve chronic illness outcomes [22].

Therefore, a comprehensive approach te the multi-
morbid patient should take into consideration not only
the measurement of HRQoL, but also the impact of the
different sociodemographic factors on HRQeL [2, 16],
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including family support, and the health needs of this
group of patients, for GPs to improve care to multi-
morbid patients and ultimately improve the efficacy
of healthcare planning and deal with the inherent
social costs, particularly in contexts with limited re-
sources [23].

The purpose of the present study, the first of its kind
ever undertaken in Portugal, is to determine the impact
of multimorbidity on HRQoL in patients aged 18 years
and above attending primary care. Specifically, this study
aims to i) characterise the unmet health needs of adult
patients with multimorbidity, i) assess family support to
adult patients with multimorbidity; iii) analyse the rela-
tionship between multimorbidity, patients” health-related
quality of life, perceived family support and unmet
health needs.

Methods

Study design

A multicentre, cross-sectional survey was conducted
among primary care patients with multimerbidity in
thirteen Primary Care Centres in the Centre regicn of
Portugal, between January 2014 and January 2015. This
study reports on Phase II of a Three-Phase project
(MM-PT: Multimorbidity in primary care in PorTugal)
aimed at raising awareness on the relevance to deal
with multimerbidity in Portugal. Details regarding the
full project’s protocol were previously published else-
where [24].

The study was approved by local research ethics com-
mittees (Faculty of Health Sciences — University of Beira
Interior — and the Central Health Region of Portugal)
and was conducted in accordance with the principles of
the Declaration of Helsinki [25]. Informed consent was
obtained from all participants and confidentiality was
maintained.

The reporting of this study conforms to the Strength-
ening the Reporting of Observational Studies in Epi-
demiclogy (STROBE) statement [26)].

Sample

Study size and sampling of the Primary Care Centres have
been described elsewhere [24]. Enrolled GPs recruited pa-
tients presenting for a primary care appointment at each
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of the institutions during the period of the study. They
ensured that each individual patient met the criteria for
eligibility. Participation inclusion criteria included being a
willing volunteer to participate; being 18 or more years of
age; and having a recorded diagnosis of at least two
chronic health problems, of which at least one was re-
quired to be hypertension, diabetes, asthma or osteoarth-
ritis. These 4 diseases were selected because, on the one
hand, they have high prevalence and are frequently associ-
ated with low quality of life, and on the other hand, there
are national efforts to implement specific recommenda-
tions for the diagnosis, treatment and control of these
diseases [24]. Exclusion criteria included being acutely
unwell or presenting inability to provide independent in-
formed consent. A total of 548 patients were approached
(including approximately 10 % above estimated sample
size to account for expected missing data). Twenty-seven
individuals refused to participate witheut any stated rea-
son. Therefore, 521 interviews were performed; all inter-
views were fully completed and so no missing data was
encountered.

Data collection procedures

Data collection was performed by protocol [24]. It was
carried out through a structured face-to-face interview
delivered by the investigator or a GP/GP trainee. In
order to minimize interview bias, all interviewers were
very experienced in conducting face-to-face interviews
and, if needed, received additional training from mem-
bers of the research team. Interviews were performed
after the patient’s clinical visit or while waiting for their
appointment. Consenting patients were evaluated at a
single-time point and the responses were recorded on
paper. The average time of the interview was 15 min.

Measures

Sociodemographic characteristics

Using the personal information section of the Portuguese
version of the EASY-Care questionnaire [27], self-reported
data were obtained for sex (male/female), age group
(18-34/35-49/50-64/>65 vears), residence area (urban/
rural), current marital status (married-cohabiting/sin-
gle/widowed/separated-divorced), number of years of
formal education (less than 6 years/at least 6 but not
more than 9 years/more than 9 vears), living arrange-
ments (couple/extended family/alone/other), profes-
sional status (pensioner-retired/employed/unemployed/
housewife/student) and self-perceived economic status
(“Just enough to make ends meet”/“Not enough to
make ends meet”/“Some money left over”).

Medical history and measures of multimorbidity
Patients’ chronic health problems were collected by the
investigator or a GP/GP trainee using 3 data sources for
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each patient: GPs knowledge of patient’s history, pa-
tient’s self-report and medical records.

The current study considered the 147 International
Classification of Primary Care (ICPC-2) diagnoses gath-
ered by O'Halloran et al. [28] (Family Medicine Research
Centre, University of Sydney). These diagnoses were de-
fined as chronic by the O'Halloran criteria: a) have a
duration that has lasted, or is expected to last, at least
6 months; b) have a pattern of recurrence, or deterior-
ation; ¢} have a poor prognosis and d) produce conse-
quences, or sequelae that impact on the individual’s
quality of life [28].

Multimorbidity was measured based on simple counts
of chronic health problems coexisting within one person.
Drawing on the categorization of Kadam et al. [29], mul-
timorbidity was classified into low morbidity count (2 or
3 chronic health problems), medium (4 or 5 chronic
health problems) and high (6 or more chronic health
problems). No assessment of disease severity in the mul-
timorbid conditions found was undertaken.

Health-related quality of life

The Portuguese Short Form-12 Health Status Question-
naire (SF-12) [30], was used to assess health-related
quality of life from the patient’s perspective.

The SF-12 [31] is a short form survey with 12 ques-
tions. In studies with large samples (i = 500) it is a valid
alternative to the 36-item Short Form (SF-36) [31] since
it takes an average of 2 min to administer and has a re-
duced respondent and administrative burdens [31-33].
The SF-12 addresses the same 8 domains as identified in
the SF-36: physical functioning (PF, 2 items); role limita-
tions due to physical health problems (RP, 2 items); bod-
ily pain (BP, 1 item); general health perceptions (GH, 1
item); vitality (VT, 1 item); social functioning (SE 1
item); role limitations due to emotional problems (RE, 2
items) and mental health (MH, 2 items). The SF-12 also
assesses 2 health status composite scores: physical health
(Physical Component Summary, PCS) and mental health
(Mental Component Summary, MCS). These composite
scores are generated using an algorithm for comparison
to normative data—general United States (US) popula-
tion—with a mean score of 50 and a standard deviation
of 10; scores above 50 indicate better physical or mental
health and scores bellow 50 indicate worse health [31].
Since there is little difference between standard scoring
algorithms (US-derived) and country-specific algorithms,
the use of the standard scoring algorithms is recom-
mended to allow data comparisons across countries [34].

This brief tool (SF-12) has been used extensively in
clinical and population-based studies [32], including
those with chronic health conditions. The Portuguese
version has shown satisfactory reliability and validity
[30]. In the present study, both summary measures
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exceeded the 0.70 level for Cronbachs Alpha (internal
consistency) indicating satisfactory results (& for the PCS
and the MCS was 0.84 and 0.82, respectively).

Family support

The Portuguese Family APGAR Questionnaire [35, 36]
was used to measure the perceived family support of
patients with multimorbidity. This questionnaire is com-
monly used in the Portuguese primary care setting, since
it is widely available to GPs as an integral part of the
electranic health records software.

Family APGAR Questionnaire features five closed-
ended questions measuring family member’s satisfaction
with each of the five basic components of family func-
tion (Adaptation, Partnership, Growth, Affection and
Resolve) [37]. The response format is a three-point scale
(“almost always”—two points; “some of the time”—one
point; or “hardly ever"—zero points). The scores for each
of the five questions after totaled originate the following
categories: a) severely dysfunctional families (0 to 3
points); b) moderately dysfunctional families 4 to 7
points); or ¢) highly functional families (8 to 10 points)
[37, 38]. In the study, Cronbach’s Alpha (internal
consistency) for the total scale was 0.86.

Patients’ unmet health needs

The unmet needs for medical, surgical and dental care;
prescription medications; mental healthcare or counsel-
ling; and eyeglasses or other technical aid were evalu-
ated. The detailed set of questions used in this study are
provided in the previously published protocol [24].
These questions were pilot tested for comprehensibility
in 50 adult general practice patients, no changes were
necessary.

Statistical analyses

Variables were summarized using descriptive statistics
namely absolute (n} and relative (%) frequencies for cat-
egorical variables and mean and standard deviation (SD)
for numerical variables.

Univariate analyses were performed to study the asso-
ciation between presence of unmet health needs, pres-
ence of moderate/severe dysfunctional family and health
related quality of life with patients’ characteristics using
Chi-square test (categorical variables) or Kruskal-Wallis
test (numerical variables which did not follow normal
distribution).

Multiple binary logistic regressicn for presence of un-
met health needs and perceived moderately/severely dys-
functional family was performed using variables found
to be statistically significant in the univariate analysis
and a stepwise selection method (variables were entered
considering a stepwise probability of 0.05). Pairwise
comparisons within comorbidity groups were performed
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using Dunn’s [39] procedure with a Bonferroni correc-
tion for multiple comparisons.

Multiple linear regression was performed for PCS and
MCS scores using variables significant in the univariate
analysis and a stepwise selection method (variables were
entered considering a stepwise probability of 0.05).

All tests were two-sided considering a significance
level of 0.05. Statistical analysis was performed using
IBM SPSS Statistics for Windows, Version 21.0 (IBM
Corporation, Armonk, NY, USA).

Results

Characteristics of participants

Demographic and medical characteristics of the 521
study participants are shown in Table 1. Mean age was
58.2 years (61.2 years for men and 56.6 years for
women). The majority of participants were female
(64.1 %) and 57.2 % had a low level of education. Ap-
proximately half of those surveyed (46.3 %) reported a
sufficient monthly income. Seventy per cent were mar-
ried or cohabiting, and 54.3 % lived as a couple.

Low meorbidity count was present in 422 % of the
sample, 27.6 % had a medium morbidity count and a
high morbidity count was encountered in 30.1 %, with
an overall average of 4.5 chronic health problems per
participant (4.6 in men and 4.5 in women).

Unmet health needs and multimorbidity

Unmet health needs are described in Table 2. At least
one unmet health need in the preceding 12 months was
reported by about one third of the patients and 7.3 % re-
ported two or more unmet health needs.

The most commen unmet health needs were related
to generalist medical care, dental care, and eyeglasses or
other technical aid. The most frequently cited reason for
explaining the presence of unmet health needs was fi-
nancial (18 % of the respondents had to spend their
meney for foed, clothing, housing, etc.).

Presence of unmet health needs was statistically simi-
lar across the three multimorbidity groups (p =0.676)
(Table 2).

Unmet health needs and other characteristics

From univariate analysis, presence of unmet needs was
more frequently reported by women than men (37.7 %
vs. 187 %; p < 0.001), by patients with lower/medium
education levels than higher level (33.3 % vs. 23.0 %;
p=0.030), by patients with insufficient monthly in-
come than by sufficient/higher monthly incomes
(48.2 % vs. 22.4 %{13.6 %; p < 0.001), by non-diabetics
than diabetic patients (33.8 % vs. 23.8 % p=0026),
and by patients with osteoarthritis than without it
(35.7 % vs. 24.4 %; p = 0.006). Mareover, patients reporting
unmet health needs were 5 vears younger than patients
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Table 1 Demographic and medical characteristics of

participants (n =521)

Sex, % ()
Wornen
Men
Age group, % (n)
18-34 years
35-49 years
50-64 years
265 years
Residence area, % (n)
Urban
Rural
IMarital status, % (n)
Married/cohabiting
Single
Widowed
Separated/divorced
Living arrangements, % (n)
Couple
Extended Family
Alone
Other {including care home)
Education, % (1)
Low level {less than & vears)
Medium level (at least 6 but not more than 9 years)
High level {more than 9 vears)
Professional status, % {n)
Pensioner/retired
Employed {full-time/part time)
Unemplayed
Housewife
Student
Manthly income, % (7)
“Not encugh te make ends meet”
*Just enough to make ends meet”
“Some money left over”
Multimorbidity group, % ()
Low (2-3 chronic problems)
Medium {4-5 chronic problems)
High (=6 chronic problems)
Chronic health problems?, % (7)
Hypertension
Diabetes mellitus
Asthma

Osteoarthritis

64.1 (334)
359 (187)

90 (47)
157 (82)
395 (206)
357 {186)

49,1 {256)
50.9 (265)

702 (366)
115 (80)
86 (45)
956 (50)

54.3 (283)
31.3{163)
11.9 (62)
25013

57.2 {298)
194 (101)
234122)

43.0 (224]
34.2(178)

113
104 (54)

422 (220)
3756 (144)
301 (157)
618 (322)
151)
o0)

300)

290

{
(
173 (
{

576
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Table 1 Demographic and medical characteristics of
participants (n =521} {Continued)

Other prevalent chronic health problems?® % (n)

Lipid disorder 63.1 {329)
Depressive disorder 196 (102)
Obesity 14.2 (74)
Overweight 108 (57)
Varicose veins of leg 98{51)
Benign prostatic hypertrophy 8142
Osteaporosis 79441
Goitre 77 {40)
Liver disease 71 {37
Anxiety disorder/anxiety state 54 {28)

*The same participant may have more than one condition

without unmet needs (average/range: 55 years/20-92
years vs. 60 years/18-93 years; p = 0.003).

Multivariate analysis (Table 3) shows that variables
remaining important in explaining the presence of un-
met health needs were sex, age, monthly income and
education level. Women were 2.3 times more likely to
report unmet health needs than men. Patients aged 18-
34 years were 2.5 times more likely to report unmet
health needs than older patients. Patients with insuffi-
cient monthly income were nearly 3.3 times more likely
to report unmet health needs. Patients with low/medium
level of education were 2 times more likely te report
unmet health needs. The presence of diabetes or osteo-
arthritis was not statistically significant to the model.

Perceived family support and multimorbidity

Regarding the family support as reported by the sample,
the majority (704 %) perceived their families to be
highly functional, 20.3 % reported as being moderately
dysfunctional and 9.2 % severely dysfunctional (Table 2).
On a scale of 0 to 10 (where 0 correspends to the lowest
and 10 to the highest family support) this represents a
mean (SD) of 7.9 (2.7) for the overall sample.

According to the multimorbidity range, the group of
patients with a high morbidity count (6 or more chronic
health problems) had slightly higher perception of hav-
ing a dysfunctional family than the low and medium
multimorbidity groups; although this difference was not
statistically significant (p = 0.363) (Table 2).

Perceived family support and ather characteristics

From univariate analysis, perception of family dysfunc-
tion (moderate/severe) was more frequently reported by
women than men (35.6 % vs. 18.7 %; p < 0.001}, by pa-
tients living in urban that rural areas (33.6 % vs. 25.7 %;
p=0.047), by not married than married patients (45.2 %
vs. 23.0 %; p<0.001), by patients with insufficient
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Table 2 Unmet health needs, perceived family suppart and health related quality of life

Overall Multimarbidity Group
I =321) Low Medium High P-value
[h=22( [n=144] n=157]
Na. of unmet needs by participant, % (n)
0 9.1 (360) £9.1 {152 667 {98) 713012 0676
1 236 (123 232 151) 257 (37) 223(35)
2 60 (31) 681{15) 5618 5148
3 08 (4 05 (1) 071 132
4 06 (3) 0511 142 0.0 {0
Type of unmet needs, % (n*
Prescription medications 1.2 {(6) 092 284 00 n.a.
General medical care 137 (68) 132 (29) 160 (23) 102(16) 0.330
Surgical care 10(5) 051 14() 13() n.a.
Mental healthcare/counselling 1.0 (5) 0010 2814 06 n.a.
Dental care 127 66) 132 29) 1.0 {18) 13421) 0.803
Eyeglasses/technical aid 113 (59) 123 (27) 104 {15) 108(17) 0.838
Reasons, % (n)?
Professional 31 (16) 551(12) 2814 00 (@ na.
Toa sick 1.2 {(6) 143 14() 061 n.a.
Mobility 17 (9 0511 2814 254 na.
Care provider of a dependent 1.2 (6) 14 (3) 071 1302 n.a.
Afraid to leave home 10(3) 0511 2814 00 (@ na.
Other concerns 1.0(5 184 07 (1) 00 n.a.
Financial 180 (94) 18.2 (40) 167 (24) 19.1 (30 0857
Access to GP consultations 8.6 (45) 64 (14) 125{18) 83(13) 0123
Family APGAR categories, % ()
Severely Dysfunctional 9.2 (48) 73116) 83012 127 (20) 0363
Maderately Dysfunctioral 203 (108) 22349 18,1 {(26) 197 (31)
Highly Functional 704 {367) 705 {155) 736{106) £7.5(106)
SF-12 scores, mean {S0)
PF 442 (124 485(108) 424(124) 397 (126) <0.001
RP 431 (129) 47.2001) 421 (130) 381032 <0.001
BP 400 (124] 436(120) 391 (128) 360(11.5) <0.001
GH 3462 390(11.5) 325(99) 304 (98) <0.001
VT 480 (114) 503 (108) 47.1(11.3) 457 (11.6) <0001
SF 448 (135) 475127 438{135) 418(14.7) <0001
RE 441 (128) 463 {11.3) 447 {12.8) 408{135) <0001
MH 451 (129 469 (125) 455(127) 4230137) 0002
PCS 403 (M9 450 (10 383013 355(11.0) <0001
MCS 466 (12.2) 4780120) 4700123 445 (124) 0033

n.a. - Chi-square test not applicable due to low frequendies

PF physical functioning, AP role physical, BP bodily pain, GH general health, VT vitality, SF social functioning, RE role emotional, MA mental health, PCS physical
component summary, MCS mental component summary

The same participant may have reported more than one option
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Table 3 Multiple logistic regression for presence of unmet
health needs

Factors OR (95 % (1) PValue
Sex

Women 233(148-366) <0001
Age group

18-34 years 247 {1.21-5.05) 003
Manthly incorme

“Not enough to make ends meet” 329(217-4.99) <0001
Education

Lowy/medium level 203 {(1.15-3.58) 0015

Reference category: sex =male; monthly income = "Just enough to make ends
meet” aggregated with “Some money left over”; age group = higher than
34 years; education = high level

monthly income than with sufficient/higher monthly in-
comes (40.7 % vs. 25.3 %/14.8 %; p < 0.001), by patients
living alone than with an extended family (54.8 % vs.
227 %, p<0.001) and by patients with unmet health
needs than without them (44.1 % vs. 23.1 %; p < 0.001).

Table 4 shows that variables remaining associated with
perception of family dysfunction in multivariate analysis
were sex, marital status, monthly income, living arrange-
ments and presence of unmet needs. Women were 2
times more likely to perceive a dysfunctional family than
men. Single/diverced/widow patients were 2.8 times
more likely te perceive a dysfunctional family than mar-
ried patients. Patients with insufficient monthly income
were 1.8 times more likely to perceive a dysfunctional
family. Patients with unmet needs were 1.9 times more
likely to report a dysfunctional family. Patients living
alone are more likely to perceive a dysfunctional family
than patients living in an extended family.

Table 4 iMultiple logistic regression for perceived moderately/
severely dysfunctional family

Factors OR {95 9% CI) P-Value
Sex

Women 201 (1.26-3.20) 0003
Marital status

Singlesdivorced/widow 277 (148-5.17) 0001
Menthly incorme

‘Not enough to make ends meet” 181 (1.18-278) 0007
Living arrangements

Couple 0905 (039-209 0815

Extended family 0.389{0.19-079 0009

Other 0910 (0.26-3.22) 0884
Unmet needs

Presence 1.94 {1.24-30) 0003

Reference category: sex =male; marital status =married living arrangements =
along; monthly income = "Just enough to make ends meet” aggregated with
"Some money left over; unmet needs = absent
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Health-related quality of life and multimorbidity

The majority of the sample had a score bellow 50 (mean
of the reference population) in all eight domains of the
SF-12, particularly in general health (91.0 %) and bedily
pain (77.9 %) (Fig. 1). Regarding the two health status
composite scores, physical health (PCS) was worse than
the mental health (MCS) (Table 2).

All SF-12 scores were statistically related with the multi-
morbidity groups, showing that health related quality of
life decreases when levels of multimerbidity rise (Table 2).
Pairwise comparisens revealed no statistically differences
between (a) medium versus high morbidity groups in FF
(p=0196), BP (p=0.063), GH (p=0.226), VT (p = 0.928),
SF (p=0.799) and PCS scores (p = 0.139}; (b) medium ver-
sus low/high in RE, MH and MCS scores.

Health-related quality of life and other characteristics
Univariate analysis shows that the SF-12 eight domains
and the two health status composite scores were related
to at least one participant characteristic besides the mul-
timorbidity level (Table 5). Indeed, all SF-12 scores were
statistically related with marital status, monthly income,
perceived family support (family APGAR) and the pres-
ence of unmet needs (Table 5).

Multivariate analysis for PCS scores (Table 6) shows
that sex, age, monthly income, educaticn, multimorbid-
ity groups, family APGAR, ostecarthritis and asthma
were statistically significant predictors for PCS score.
Male, higher monthly income, higher level of family
functionality, higher level of education, younger age,
lower levels of multimorbidity, absence of ostecarthritis,
and presence of asthma are related with a predicted
higher score at PCS. Regarding MCS scores, sex,
monthly income, and family APGAR are statistically sig-
nificant predictors. Being male, having a higher menthly
income and a higher level of family functionality are
MCS protective factors.

Discussion
The current study represents the first analysis on health-
related quality of life among adult patients with multi-
morbidity in a primary-care context in Portugal.

Globally, the multimerbid sample in this study re-
ported poorer health-related quality of life than the ref-
erence population (recommended for international
comparisons) [34], which demonstrates the adverse ef-
fect of multimorbidity on health-related quality of life.
This overall finding is in line with the available literature
[15-19, 40]. However, existing studies lack comparable
samples and methodologies and no direct comparisons
can be made [2].

Health-related quality of life decreased inversely with
the number of concurrent chronic health problems,
which reflects previous studies [16, 18, 41, 42]. This
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Fig. 1 Percentage of patients with 5F-12 scores less than 50

"

PF=physical functioning; RP=role physical, BP=bodily pain, GH=general health; VT=vitality,; SF=social functioning;
RE=role emotional; MH=mental health; PCS=physical component summary; MCS=mental component summary.

SF RE MH PCS MCS

occurrence was particularly evident when comparing the
low (2 or 3 chronic health problems) and high (6 or
more chronic health problems) morbidity count groups
for all SF-12 dimensions (the eight domains and the two
health status composite scores). Nonetheless, there was
only a moderate evidence of the effect of multimorbidity
on mental health compared to its effect on physical
health, which also seems to be consistent with previous
research [16, 17].

As could be expected from previous studies [43-45],
increasing age was associated with poorer physical
health. However, no effect of aging was observed on

mental health. This discrepancy can be attributed to the
psychological adaptation to illness, over time [46].

Female sex [2, 42, 43, 47, 48], low level of education
(2, 43, 49], and a low income [15, 49, 50] are commonly
associated with impaired health-related quality of life,
and the current study’s findings corroborate this. An
implication of this is the possibility that multimorbid
patients may benefit from financial aid through social
policy programs.

This study also considered other variables that were
earlier pointed out as having a possible impact on
health-related quality of life [16] such as marital status,

Table 5 Association between SF-12 scores and participants’ characteristics

Characteristic SF-12 scores (Pvalues®)

PF RP gp GH VT SF RE MH PCS MCS
Sex <0001 0023 <0001 0016 0004 <0001 n.s <0007 0001 <0001
Age group <0001 <0001 0001 <0.001 ns ns ns ns <0001 ns.
Living arrangements 0010 0.009 ns ns ns 0025 n.s 0012 0.007 0043
Education <0001 <0001 <0001 <0.001 <0001 009 ns 0m7 <0.001 ns.
Residence area ns. ns ns 0027 ns 0045 ns ns ns. ns.
Marital status <0001 0.001 0001 <0.001 07 <0001 <0.001 0003 <0.001 0001
Menthly income <0001 <0.001 <0001 <0001 <0001 <0001 <000 <0007 <0.001 <0001
Professional status <0001 <0.001 <0001 <0.001 0021 ns 0012 00M <0.001 ns.
Family APGAR <0001 <0001 <0001 <0.001 <0001 <0001 <0001 <0001 <0001 <0001
Unmet health needs <0001 0.003 <0001 <0.001 0002 <0001 <0.001 <0.001 0,001 <0001
Asthma <0001 <0001 <0001 <0001 ns ns ns ns <0001 ns.
Qstecarthritis <000 <0001 <0001 <0.001 0002 ns ns 0023 <0.001 ns.
Diabetes 0002 0047 ns <0.001 ns ns ns ns 0001 ns.
Hypertension <0001 0.001 0029 <0.001 ns ns ns ns <0001 ns.

PF physical functioning, RP role physical, 8P bodily pain, GH general health, VT vitality, 5F social functioning, RE role emotional, MH mental health, PCS physical

component summary, MCS mental component summary
*P-values are for score ison between ¢

P
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Table 6 Multiple linear regression for PCS and MCS

pCs MCS
Variable B Sk B B Sk B
Intercept 3482 349 202 24
Sex 323097 03 244 103 0.a0%
Age graup -173 065 -014%
Manthly Income 1.71 057 0I0* 292 071 017*
Education 228 088 006"
Multimorbidity group =241 080 -017*
Family APGAR 193 071 0n* 616 078 033%
Ostecarthritis -276 088 012
Asthma 323 134 0a0%

SEg standard error of the coefficient, §=standardized coefficient
*p < 0.05; B = unstandardized regression coefficient

living arrangements and professional status. The current
results do not show a clear relationship between these
variables and health-related quality of life. Therefore,
further work is still required to clarify the full impact of
sociodemographic data on health-related quality of life
in patients with multimorbidity [16].

Prior studies have noted the relationship between fam-
ily APGAR scores and the presence of chronic illness
[51, 52]. Despite its multiple chronic health problems,
the study’s sample reported high family support. Family
dysfunction was present at a quite lower proportion than
in previous reports [52-54]. This inconsistency may be
due to the fact that in previous studies the age of the
sample was limited to the geriatric population whereas
in this study the age group was 18+ years old. The estab-
lished distribution of family support was the same be-
tween age groups (p = 0.182).

In this study, as expected by previous findings [55, 56],
perceived family support had an impact on health-
related quality of life. Multimorbid patients from dys-
functional families reported worse physical and mental
health. From these results, it is possible to infer that
adult patients with multimorbidity in a primary-care
context may have a potential gain in health-related qual-
ity of life if family members provide support for their
care. In Portugal, most of the support comes from fam-
ilies, more than three quarters of informal caregivers
provide daily care [57]. Increased social support from
family members improves chronic illness outcomes [22]
{e.g. better glycaemic control for diabetic patients [58],
better blood pressure control for hypertensive patients
[59], and lower disease activity for patients with arthritis
[60]). As such, GPs should devise efforts to inform and
engage patients’ families as partners in the care of the
multimorbid patient, notably the women living alone
and with an insufficient monthly income.

In the present study, patients with unmet health needs
had a statistically significant higher percepticn of having

Page 9 of 11

a dysfunctional family than those without unmet needs.
The presence of unmet needs was also associated with
lower health-related quality of life. Hence, family inter-
vention programs for multimorbid patients (especially
young women with an insufficient monthly income, liv-
ing alone, and with low/medium level of education) will
have to address their needs as to have a significant im-
pact on quality of life and health outcomes [61].

Contrary to expectations, by taking into consideration
the sample’s morbidity levels, the majority of the patients
did not have unmet health needs. But when health needs
were stated they were mostly for generalist medical care,
dental care, and eyeglasses or other technical aid. Finan-
cial insufficiency was the primary reason fer not fulfill-
ing their health needs. These findings not only reinforce
the previously stated necessity of financial support to
multimorbid patients (in particular women), but also
that primary care teams should organize resources and
schedules to meet the medical care needs of multimor-
bid patients. Interestingly, younger patients reported
greater unmet health needs than older patients. A pos-
sible explanation for this finding is the relationship of
multimorbidity with higher out-of-pocket spending [62].
Portugal is among the four Organization for Econcmic
Co-operation and Development (OECD) countries with
the highest out-of-pocket spending, mostly due to the
recently imposed restrictions on tax-deductible expenses
[63]. This increase in expenditures affects younger tax-
payers and leaves out the older poor patients with tax
exemptions. A note of caution is due here, since patients’
needs may change as a result of the phase of illness, dur-
ing major events, periods of disease exacerbation and pa-
tients socioeconomic status. Future studies with a
longitudinal approach are therefore recommended.

Several limitations need to be acknowledged. Four
chronic health problems have been selected based on
their importance and although this excluded patients
with multimorbidity without at least one of the selected
conditions, the studys sample captured 109 out of a
total of 147 possible chronic health problems, a much
higher number than the majority of the previously pub-
lished health-related quality of life studies [16]. The
current study did not take into account the severity of
each chronic health problem and it had a cross-sectional
design, so it was not possible to establish causal relation-
ships. A sample selection bias due to the possibility of
non-consecutive recruitment of patients by the GPs,
should also be considered.

Conclusion

The findings of this study link the increased multimor-
bidity levels to worse health-related quality of life, par-
ticularly the physical health, in multimorbid patients
aged 18 and older attending primary care consultations.
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Some variables were confirmed as playing a role on
health-related quality of life. As a result, to improve the
quality of life of multimorbid patients, within primary
care practices and health delivery systems, one should
take into special account the sex of the patient, the per-
ceived family support and the self-perceived economic
status because of their relationship with both physical
and mental health. This will also be of relevance when
planning longitudinal and interventional studies regard-
ing health-related quality of life.

Further research is suggested on larger nationwide
samples to corroborate the results of the current study.
It is also recommended to include the quality of house-
hold and living cenditions in future health-related qual-
ity of life studies in the area.
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Defining Multimorbidity: From English to Portuguese Using a Delphi Technique.
Biomed Res Int 2015;2015:965025.

Paper IV research was conducted to translate the European General Practice Research
Network (EGPRN) definition of multimorbidity, according to Portuguese cultural and linguistic

features. The paper was published in BioMed Research International in 2015.
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Objective. To translate the European General Practice Research Network multimorbidity definition according to Portuguese cultural
and linguistic features. Methods. Similar to the process completed in several other European countries, a forward and backward
translation of the English multimorbidity definition using the Delphi technique was performed in Portugal. Resulfs. Twenty-three
general practitioners (GPs)—14 males and 9 females—agreed to form the Portuguese expert panel for the Delphi process (59%
acceptance rate). The Portuguese definition of multimorbidity was achieved after two Delphi rounds with a mean (SD) consensus
score for final round of 8.43/9 (0.73). Condclusion. With this paper the definition of multimorbidity is now available in a new
language—Portuguese. Its availability in the local language will raise Portuguese GPs” awareness about multimorbidity and allow
future national and international research. The operationalization of the definition will allow an easier identification of patients

with multimorbidity.

1. Introduction

Clinicians working in the primary health care context,
namely, family physicians and general practitioners (GPs),
deal with the broad spectrum of conditions affecting each
individual secking a medical consultation. In this setting,
most of the time it is not possible to pinpoint an index disease,
not is it useful for the patient’s care [1]. Therein lies the
main difference between comorbidity and multimorbidity;
the former always involves the presence of an index disease
[2]. Thus, the majority of GP visits comprise individuals
with multimorbidity [3]. The most frequent measure of
multimorbidity is the presence of 2 or more chronic diseases
in the same person [4]. Although this is a useful operational
definition, the construct of multimorbidity is still difficult
to define in clinical terms [5]. Recently, after a systematic
literature review, the European General Practice Research
Network published a comprehensive definition which states
that “multimorbidity is defined as any combination of chronic
disease with at least one other disease (acute or chronic)

or biopsychosocial factor (associated or not) or somatic
risk factor, Any biopsychosocial factor, any somatic risk
factor, the social network, the burden of diseases, the health
care consumption, and the patient’s coping strategies may
function as modifiers (of the effects of multimorbidity).
Multimorbidity may modify the health outcomes and lead to
anincreased disability or a decreased quality of life or frailty”
[6]. This definition aims to be especially useful in long term
care and in family medicine settings [6] and at the same time
to be valid for future collaborative research [7]. For this last
purpose, it has been translated into ten European languages
[7]. The Portuguese language was not one of them.

In Portugal, the 40-year history of family medicine led
to the recognition of its importance in the country’s health
care delivery [8]. Multimorbidity is present in around 70%
of the adult patients attending primary care in Portugal [9],
and this high prevalence will produce significant difficulties
in the provision of medical care. Using a definition of multi-
morbidity in the country’s own language will standardize the
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TaBLz l: Characteristics of the expert panel.
Pertuguese translation (n = 23) Global ;.zrverage of previous Pyalue
transkations [7] (n = 229}

Males, % 60,87 50.6% Q517
Mean (8D} age, years 4578 (12.82) 4R35 036"
Mean (SD) years of practice 18.09 (13.28) 1882 a.79"
Mean (8D number of English publications G137 591 0480
Mean (8D) number of other publications 15.09 (15.24) 20.45 on’

* Fisher's exact test.
"Stadent’s ¢-test.

identification of meltimorbid patients while simultaneously
enabling future collaborative projects as well as addressing
more effectively this overwhelming medical problem.

It is expected that this definition will have a broad suit-
ability to other Portuguese language settings and countries.
The British Councifs report “Languages for the Future” [10]
identifies Portuguese as one of the ten languages most vital to
UK over the next 20 years. With approximately 203 million
speakers, Portuguese is the sixth most spoken language in the
world [10], the third most spoken language in the Western
Hernisphere, and the first most spoken language in the
Southern Hernisphere [11].

In this stucy, the authors aimed to translate the English
multimorbidity definition according to Portuguese cultural
and linguistic features using a forward-backward translation
by a Delphi technique.

2. Materials and Methods

similar to the process completed in Bosnia, Bulgaria, Croatia,
France, Germany, Greece, Haly, Poland, and Spain [7], a
forward and backward translation of the English muld-
morbidity definition [6] using the Delphi technique was
performed in Portugal This technique is easily adapted to
teach a consensus in 4 variety of issues [12], including medical
research [13].

The first phase involved translating the definition from
English to Portuguese (forward translation), This was done
by a team of one official translator and one physiclan; both
were native Portuguese speakers.

In the next phase the Delphi process was implemented.
Aiming at a sample size between 10 to 30 national expert GPy
as recommended by the European General Practice Research
Network [7], 3% possible participants were individually con-
tacted by email to receive the original Enplish multimorbidity
definition and its translation into Portuguese. GPs were
selected on the basts of having 4 Portuguese nationality
being Quent in English (understanding/speaking/writing),
being invelved in clinical practice, in research, and/or in
teaching activities, and having the willingness to dedicate
the time to this method of discussion. The expert panel was
requested to rale their level of agreement with the Portuguese
translation ona Liker(-type scale ranging from | = “absolutely
no agreement” to 9 = “fyll agreement.” If a rating less than
7 was given it was mandatory to justify the reasons for that
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evaluation. Consenses was defined as at least 70% of the GPs
rating 7 orabove the Portugnese definition. Ifa consensus was
netreached in the first round, the expert panefs remarks were
compiled into a unified translation, and a subsequent round
of assessment was followed in the same way as for the first
one. This process was repeated until a consensual translation
was found. The participating GP¢ characleristics (gender,
age, years of practice, number of English publications, and
number of other publications) were collected by a seff
administered questionnaire conducted through email,

When a consensual Portuguese translation was reached it
was submitted to a Portaguese linguist from the University of
Coimbra (Portugal) for validation.

The firsal phase involved translating the consensual det-
inition in Portuguese to English (backward blind transla-
tion). This was done by 2 team of one official translator
(native English speaker) and one physician. They had no
previous knowledge of the original definition. Subsequently,
the authors of the study compared the back-translated version
with its original version for linguistic congruence and cultural
relevancy.

As no patient was involved in the study, no formal ethics
approval was necessery. Consent was inferred by participants’
completion of the survey,

A descriptive analysis was performed and both Fisher's
exact test and Students r-test were used to compare the
current study’s expert panel with the panel of the previous
translations, P values <0.05 were considered statistically
significant.

3. Results

Twenty-three GPs (14 males and 9 females) agreed to form
the Portuguese expert panel for the Delphi process (59%
acceptance rate). All members of the expert panel satistied
the inclusion criteria. The profile of the Portuguese GPs did
not differ significantly from that of the previous translations
[7] (Table 1).

The Portuguese definition of multimorbidity was
achieved after two Delphi rounds with a mean (8D) con-
sensus score for final round of 843 (0.73). Only one expert
rated the forward translation below 7 (95.7% approval rate],
The expert panel produced 43 comments in total. The terms
which originated remarks were “burden of disease” and
“health outcomes”™ Minor grammatical annotations were
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Tap1e 2: Portuguese final translation and the backward translation.

Portuguese final version

Portuguese final version translated info English

A multimorbilidade ¢ definida como qualquer
combinagio de uma doenga crdnica com pelo menos
wma outra doenga (aguda ou crdnica), ou com um fator
biopsicossocial {associado on nac), ou com um fator de
risco somdtico.

Qualquer fator biopsicossocial, qualquer fator de risco
somitico, a rede soctal, a carga das doengas, 0 consume
de cuidados de saide e as estratégias de adaptagio do
deente podem funcionar como modificadores (dos
efeitos da multimorbilidade).

A mudtimorbilidade pode modificar os resultados em
salide e levara um aumento da incapacidade, a
diminuicho da qualidade de vida ou 3 fragilidade,

Multimorbidity Is defined as any combination of
chronic disease with at least one other disease (acute or
chronic) or biopsychosocial factor (associated or not)
or somatic risk factor,

Any biopsychosocial factor, any somatic risk factor, the
social network, the burden of diseases, the health care
consumption, and the patients coping strategies may
function as modifiers {(of the effects of multimorbidity).

Multimorbidity may modify the health outcomes and
lead to an increased disabllity or a decreased quality of
lite or frailty.

frequently suggested, recorded, and incorporated into the
definition.

Table 2 shows the final consensual Portuguese definition
of multimorbidity and the backward translation as accepted
by the authors of this study. No changes were found in
comparison with the original English definition.

4, Discussion

With the current study the translation of the English multi-
morbidity definition into Portuguese was achieved.

No universal guidelines exist on how to apply the Delphi
technique [14]. Some authors have even staled thal the
advantages and disadvantages of this method are equally
weighted [12]. Nonetheless, with methodelogical precision
and research rigour the Delphi technique can be properly
and efficiently used [14]. In the current study, the successful
methodology employed in previous transtations was adopted.

The Portuguese translation was the end result of the
reviews of an expert panel of practicing GPs that verified
that the terms expressed in the definftion complied with the
ones in use in Portugal. The Portuguese panel had similar
characteristics to the average of the panels of the previcus
translations [7]. This ratifies the thorough selection process
used to choose the GP experts in this study. The challenged
terms were the same as in the other countries’ translations:
this may be explained by the fact that those expressions are
less commoniy used on a daily basis. In the second round
this was overcome and the backward translation did not
reveal any changes in comparison with the original English
definition.

5. Conclusion

With this paper the definition of multimorbidity is now
available in a new language—Portuguese. Its availability in
the Jocal language will raise Portuguese GPs” awareness aboul
multimorbidity and allow future national and interpational
research. The operationalization of the definition will allow
an casier identification of patients with multimorbidity.
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PAPER V

Prazeres F, Santiago L.

The Knowledge, Awareness, and Practices of Portuguese General Practitioners Regarding
Multimorbidity and its Management: Qualitative Perspectives from Open-Ended Questions.
Int J Environ Res Public Health 2016;13(11). pii: E1097.

Paper V research was conducted to access GPs’ knowledge, awareness, and practices
regarding multimorbidity and its management. Evaluate the clarity and usefulness of the
EGPRN definition of multimorbidity. Study if providing informational material depicting
results of our previous studies on multimorbidity, would change current GPs’ views on the
subject. The paper was published in International Journal of Environmental Research and
Public Health in 2016.
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Abstract: Multimorbidity’s high prevalence and negative impact has made it a subject of worldwide
interest. The main aim of this study was to access the Portuguese knowledge, awareness, and
practices of general practitioners (GPs) regarding multimorbidity and its management, in order to
aid in the development of interventions for improving outcomes in multimorbid patients in primary
care. A web-based qualitative descriptive study was carried out in the first trimester of 2016 with
primary care physicians working in two districts of the Centre region of Portugal. Open-ended
questions were analysed via inductive thematic content analysis. GPs pointed out several difficulties
and challenges while managing multimorbidity. Extrinsic factors were associated with the healthcare
system logistics’ management (consultation time, organization of care teams, clinical information)
and society (media pressure, social/family support). Intrinsic factors related to the GF, patient, and
physician-patient relationship were also stated. The most significant conclusion to emerge from
this study is that although GPs perceived difficulties and challenges towards multimorbidity, they
also have the tools to deal with them: the fundamental characteristics of family medicine. Also, the
complex care required by multimorbid patients needs adequate consultation time, multidisciplinary
teamwork, and more education/training.

Keywords: Portugal; primary care; qualitative study; perceived experiences; multimorbidity

1. Introduction

In recent years, there has been a worldwide increasing interest in multimorbidity [1], and this is
understandable because of its high prevalence [2] and negative consequences, as multimorbidity is
ultimately responsible for 63% of all deaths worldwide [3]. Multimorbidity, the presence of multiple
chronic conditions or diseases in the same individual [4-6], is becoming progressively more common [7].
Currently, an estimated 50 million people in the European Union suffer from multimorbidity [8],
making it the most common chronic condition [5]. Also, in America, the number of people with chronic
conditions is projected to increase steadily for the next 30 years [9]. In a recent study in Portugal the
prevalence of multimorbidity in primary care was above 70% in adult patients [10].

Multimorbid patients have a higher number of primary care consultations and health-related
costs [11]. This has significant implications for the healthcare system and patients” quality of life [12,13].
Multimorbidity is thus a major challenge to primary care [14]. Nonetheless, general practitioners (GPs),
practising closely to the community, are highly-trained to provide appropriate and cost-effective care
for patients across their life span [14,15].

Int. |. Environ. Res. Public Health 2016, 13, 1097; doi:10.3390 /ijerph13111097 www.mdpi.com/journal/ijerph
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Evidently, primary care will play a significant role in future strategies to deal with multimorbidity.
For the development of interventions for improving outcomes in multimorbid patients, it is important
to assess GPs” experiences and opinions regarding multimorbidity and its management [16,17].

To date, qualitative studies that have explored the lived experiences of GFPs did not find a single
unifying result [18]. This may be the consequence of different research methods and distinct health
care systems studied. Consequently, interventions towards multimorbidity in primary care in Portugal
will have to take into account the country’s own health care particularities, which are known to local
practising GPs. Most of the Portuguese population has health care coverage [19] and the primary
care centre is commonly the first point of contact with the public system [20]. GPs in primary care
centres provide the following services: “general medical care for the adult population; prenatal care;
children’s care; women’s health; family planning and perinatal care; first aid; certification of incapacity
to work; home visits; preventive services, including immunization and screening for breast and cervical
cancer and other preventable diseases” [20] (p. 100). GFs also act as gatekeepers, and the referrals to
secondary care are made through them [20].

Portuguese GPs” views and attitudes will be used to inform health care policy and potential
interventions and will also add to the existing international knowledge regarding multimorbidity in
other National Health Services with a gatekeeping system in place.

The main aim of this study was to access GPs’ knowledge, awareness, and practices regarding
multimorbidity and its management. The second objective was to evaluate the clarity and usefulness of
the European General Practice Research Network (EGPRN) definition of multimorbidity [21], recently
translated to Portuguese [22]. This is a comprehensive concept of multimorbidity [23] that may
have a positive contribute for a future consensual definition. A consensus will be important for the
comparability of results across studies. The third objective was to study if providing informational
material depicting results of our previous studies on multimorbidity, would change current GPs’ views
on the subject.

2. Materials and Methods

A web-based qualitative descriptive study [24] was carried out in the first trimester of 2016
and represents the third and final phase of the MM-PT project (Multimorbidity in primary care in
Portugal) [25]. In general, this project explores the epidemiology of multimorbidity in Portugal [25].

An internet-based approach was employed since it can be an effective alternative to postal
and telephone surveys of health professionals [26]. Qualitative data collected by this process has
comparable quality to other collection methods, at lower costs and with shorter response times [27].

The current study was conducted in agreement with the principles of the Declaration of
Helsinki [28]. Ethical clearance was obtained from an Ethics Committee at Faculty of Health Sciences
{University of Beira Interior) and at Central Regional Health Administration (Portugal). The reporting
of this study conforms to the Standards for Reporting Qualitative Research (SRQR) guidelines [29].

2.1. Sample and Recruitment

Primary care physicians working in two districts of the centre region of Portugal (Coimbra and
Aveiro) participated in the study. These districts were conveniently chosen to maximize sample
variation since features of the Primary Care centres located in these regions were known to the
research team.

Considering that there is no universally established sample size for qualitative research [24],
no formal calculations were performed to estimate sample size. Nonetheless, at least 10% of the
population of GPs in these two districts, corresponding to a sample size of approximately 60 GPs, was
anticipated to be included in the study. Purposive sampling [30] was used in the study with the goal
to maximize variation in regard to primary care physicians’ sex, age, academic degree, career level,
experience in primary care, and practice type.
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Different recruitment strategies were used: the questionnaire’s web address was publicized on
medical open web sites and electronic discussion groups and also distributed by chain referral [31]
between peers. Monthly reminders were sent. Participation was voluntary and no reimbursement
was offered. All respondent GFs have been included and no exclusion criteria was used. Sampling
ceased after saturation [32] (i.e., once the research team considered that there was a sufficient variation
in respondent characteristics and that a broad range of opinions towards knowledge, awareness, and
practices regarding multimorbidity were expressed).

2.2, Data Collection

A questionnaire divided into three sections was designed for data collection. The first
section consisted of standard questions concerning respondents” demographic and professional
background information. The second section elicited primary care physician ideas regarding
multimorbidity—knowledge {definition of multimorbidity), awareness (relevance of multimorbidity
in daily practice), and practices (management of multimorbidity). These main topics were
evaluated by the following questions: (1) “Are you familiar with the concept of multimorbidity?”
(ves/no); (2) “In your opinion, what is the meaning of multimorbidity?” (open-ended); (3) “How
clear is the European General Practice Research Network (EGPRN) concept of multimorbidity?”
(extremely/very/moderately/slightly/not at all) (N.B. the Portuguese translation [22] was provided
to participants immediately before this question); (4) “How useful is the EGPRN concept of
multimoerbidity (Portuguese translation) [22]?” (extremely/very/moderately /slightly /not at all);
(5) “Give your comments, ideas or suggestions regarding the previously presented definition of
multimorbidity” (open-ended); (6) “In your opinion, what is the importance of multimorbidity in
your day as a GP?” (open-ended); (7) “In clinical practice, what are the difficulties and challenges
that you find in the consultations with patients with multimorbidity?” (open-ended); (8) “In clinical
practice, how do you manage the difficulties and challenges found in consultations with patients
with multimorbidity?” (open-ended). The third section briefly itemized the available results from the
previous phases of the MM-PT project [10,25,33] (Figure 1) and questioned the respondents if after
reading the information provided they would change their former ideas regarding the (1) concept
of multimorbidity (no/yes; justify vour choice: open-ended); (2) importance of multimorbidity
(open-ended); (3) primary care physicians’ clinical practice (open-ended). The last section also allowed
respondents to manifest comments, ideas, or suggestions regarding the MM-FT project’s results.

72.7% of adult portuguese primary care users At H lg heSt R'Sk

High presented 2 or more chronic conditions
Prevalence

Elderly

Cardiometabolic and Mental Less Educated
disorders were the most common Pensioners/Retirees

Worse physical and mental health in: Maijority of patients do not report unmet health needs.

= Women
->» Patients with dysfunctional families All others refer unmet needs for generalist medical care,
dental care, eye glasses or other technical aid in the
preceding year.

=> Low monthly income patients

Figure 1. Informational material depicting results of our previous studies on multimorbidity
in Portugal.
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The questionnaire was posted online after being pre-tested and reviewed by a panel of experts
in multimorbidity and experienced GPs in order to check its comprehensibility. The questionnaire
was completed anonymously. Mean response time was 15 min. Incomplete questionnaires were not
included in the analysis.

2.3. Data Analysis

Open-ended questions were analysed via inductive thematic content analysis [34,35]. This process
followed the recommendations of Braun and Clarke [35]. No computer-assisted qualitative data
analysis software was used, since open-ended data analysis are commonly done by human coding [36].
In brief, the study investigator tagged (by using code names) the segments of text that described
distinctive ideas. Similar codes were grouped together to delineate themes. This procedure was
revised by an independent expert and results were further discussed until a consensus was achieved.
The concepts and categories that emerged from the Portuguese qualitative data were translated to
English as described by Chen and Boore [37].

Basic descriptive statistics from questionnaire data were done using the IBM SPSS Statistics for
Windows, Version 21.0 (IBM Corporation, Armonk, NY, USA).

3. Results

Seventy-four (51 females and 23 males) of 122 primary care physicians completed the
questionnaire. Table 1 summarizes respondents’ characteristics. There was sufficient variation in sex,
age, academic degree, career level, experience in primary care, and practice type.

Table 1. Physicians characteristics {1 = 74).

Characteristic 7 (%) Mean (SD)
Sex
Women 51 (68.92)
Men 23 (31.08)
Age (years) 43.73 (13.78)

minh = 26; max = 64
Academic degree

Entry-level medical degree (MD) 55 (74.32)

Higher medical degrees (Postgraduate /Master/PhD) 19 (25.68)
Career level

General practitioner (GP) 54 (72.97)

GP in training 20 (27.03)

16.19 (13.29)

Experience in primary care {(years) min = 1: max — 37

Practice type
Family Health Unit (family practice based model) 50 (67.57)
Personalized Healthcare Unit (individual based model) 24 (32.43)
Place of work (district)
Coimbra 35 (47.30)
Aveiro 39 (52.70)

3.1. Definition of Multimorbidity

The majority of the respondents (62/74) were familiar with the concept of “multimorbidity”.
Nonetheless, its definition varied within the sample.

Almost all respondents (68/74) considered multimorbidity as having multiple diseases (or health
problems), whereas a few suggested it to be equal to multipathelogy or polypathology (Quote 1)
{see also Quote 3). Twenty-four respondents considered only chronic diseases and four both chronic
and acute diseases in their own definitions.
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“Several diseases coexist in the same patient, particularly chronic and of complex clinical
management, which may interfere with his quality of life, autonomy, and ultimately Iongevity.”
(Quote 1 Respondent 39)

Cut-off counts of two, three, and five chronic diseases were suggested by the respondents (23 /74).
The cut-off of two chronic diseases was the most frequently referred (19/74).

Some definitions were more complex. They included some negative outcomes of multimorbidity
and its management challenges ((QJuote 1, Quote 2).

“Presence of two or more chronic diseases in the same person causing decreased quality of life,
increased demand for health resources and also creating challenges in patients’ treatment and
counselling.” (Quote 2 Respondent 8)

One respondent (Quote 3) used the term “health problem” since it can be more inclusive in the
primary care context than the term disease which is characterized by specific signs and symptoms.

“I ... 1 means having several pathelegies, or in this case, health problems. Partly it is synonymous
to multiple pathologies, but in the context of Primary Health Care, goes further than that, because
not all health problems ave actually diseases.” (Quote 3 Respondent 43)

Another respondent (Quote 4) referred the lack of an index disease when defining multimorbidity.

“Unlike comorbidity this concept [multimorbidity] does not place a disease as central and others as
satellites. All have a contributing role.” (Quote 4 Respondent 74)

Definition of Multimorbidity by the European General Practice Research Network (EGPRN)

The majority of the respondents (50/74) considered the EGPRN’s definition of multimorbidity to
be very/extremely clear. A slight smaller proportion (40/74) found it to be very/extremely useful for
primary care.

“It is very important to better identify patients with multimorbidity. It is very complete. I agree
with this definition.” (Quote 5 Respondent 52)

For only a select few this definition has limited use for primary care since it can be too complex,
extensive, and its various subterms (such as “biopsychosocial factor” and “somatic risk factor”) are
lacking operationalization.

3.2. Relevance of Multimorbidity in Daily Practice

All the respondents made comments endorsing the importance of multimorbidity in everyday
practice (74/74). They recognize that multimorbidity is “inextricably linked to general practice”
because multimorbid patients have a high prevalence in primary care settings and single disease
patients are the exception (25/74).

“It is very prevalent. In an aging population, there is @ large percentage of people who are walking
medical textbooks [hnve every illness you can immgine]. Stress factors, unemployment, poor working
conditions, the presence of a dependent elderly [in the household], diseases in family member etc. are
factors that aggravate this situntion, I believe that single disease patients have no expression in my
daily practice.” (Quote 6 Respondent 7)

In addition to the stated epidemiologic theme, other respondents went further and referred that
the importance of multimorbidity in primary care is attributable to the difficulties and challenges of
managing multimorbid patients. This is further described below.
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3.3. Perceived Difficulties and Challenges

Two broad themes emerged from the analysis. Difficulties and challenges perceived by the
respondents were felt at a systemic level, regarding the Heath Care System, and at an individual level,
regarding the general practitioner and the patient (Table 2).

Table 2, Difficulties and challenges.

¢ Lack of resources: consultation time restraints;

Inherent to the interdisciplinary care / teams; computing and informatics

Healthcare System +  Organisational barriers between primary and secondary
Systemic Level: care providers
Health Care System
External to th Media pressure
xternal to the L . .
Healthcare System ]nsu.f:ﬁment p.atlent support: community-based support
services, family support

. GPs role of treating the wheole person: reconciling
doctor-patient agenda; doctor-patient communication
General Practitioner related difficulties; feelings of inability to help; pressure to follow
clinical indicators /guidelines
¢ Medical education

Individual Level:
General Practitioner and
Multimorbid Patient

Diagnostic challenges and complex clinical management

Multimorbid Patient related .
Poor patient engagement

3.3.1. Difficulties and Challenges Inherent to the Health Care System

Lack of resources:

Respondents” most important lacking resource was consultation time. They stated that the
Portuguese Health Care System’s “consultation time is short”, insufficient to “listen to the patient and
his multiple complaints” and hinders the GI's assessment of the entire perspective on the patient’s

situation thereby resulting in inappropriate, fragmented care (Quote 7).

“Lack of time to be able to see the big picture, ending always fo work smaller parts at a time
and the results are not always good, it leads to forgetfulness, [treatment] redundancies, delays
[in diagnosis]...” (Quote 7 Respondent 17)

The shortage of multidisciplinary healthcare professionals (e.g., psychologists, nutritionists,
dentists, etc.) was also mentioned as one of the reasons leading to excessive demand for the use of
primary care services and increased amount of work for the GI

Respondents also stated that the limited and unadjusted information and communication
technologies obstruct retrieval and transfer of important medical data and do not provide drug
information regarding contraindications and interactions, thus interfering with patient care.

Organisational barriers between primary and secondary care providers:

Respondents highlighted the current lack of collaboration between secondary and primary care
providers. This was felt at several levels: (1) accessibility—lack of timely appointments in secondary
care; (2) communication—inefficient feedback from secondary care providers; (3) secondary care
provider role—absence of coordinated care (Quote 8&).

“Secondnry cave providers do not deliver a global care [for the multimorbid patient], but fragmented
[focusing on a specific health problem], because there is no hospital physician (e.g., internist),
in straight connection with the GF, to act as a care manager for these patients” (Quote 8
Respondent 10)

78



MM-PT STUDY: MULTIMORBIDITY IN PRIMARY CARE

Iut. ]. Environ. Res. Public Health 2016, 13, 1097 7of 14

3.3.2. Difficulties and Challenges External to the Health Care System

Media pressure:

Participants mentioned that the pressure from the media is a barrier to patient care. Although these
statements were very generic, and did not provide more details on how this pressure is manifested
(e.g., “we feel pressured by the media when treating our patients”).

Insufficient patient support:

Respondents recognized that the present unavailability of resources that could be provided by
community-based support services and/or by family members increases workload for the GP and
makes GPs responsible for everything regarding the care of their patients (Quote 9).

“The lack of support [...] to help solve many of the problems (which are not organic diseases) that
affect the physical well-being of multimorbid patients creates an excessive demand for the use of
primary care services. The GP feels powerless to solve sacial, work and family related problems.”
(Quote 9 Respondent 52)

3.3.3. Difficulties and Challenges Related to the GP

GF’s role of treating the whole person:

Participants stated that the GF’s role of providing a whole person health care to multimorbid
patients is challenging (Quote 10).

“Managing multimorbidity is hard work for GPs becruse we focus on the health of the whole
person. And the whole person is difficult to manage pharmacological and non-pharmacologically.”
(Quote 10 Respondent 48)

Several reasons were referred. Respondents considered that it is demanding to make a holistic
assessment of the multimorbid patient because of the difficulties of obtaining an accurate history from
elderly patients and with low educational levels. Consequently, it becomes challenging to negotiate
priorities and goals tailored to the patient agenda. Respondents also refer that they feel pressured to
follow clinical indicators/guidelines and ultimately they experience emotional distress with feelings
of inability to help.

Medical education:

Participants stated that they have “insufficient training and practice in the topic of
multimorbidity”. They also mentioned that it is “difficult to try to keep up to date with medical
knowledge since the multimorbid patient can suffer from countless conditions at the same time”.

3.3.4. Difficulties and Challenges Related to the Multimorbid Patient

Diagnostic challenges and complex clinical management:

Respondents pointed out diagnostic and therapeutic challenges when dealing with multimorbid
patients. Clinical cases are more complex and difficult to handle since their conditions may be masked
by multiple overlapping symptoms. Pelypharmacy was extensively mentioned (Quote 11) as the most
common therapeutic challenge in multimorbidity. Due te the need to treat numerous conditions and
since guidelines are single-disease oriented, these will increase the use of multiple drugs per patient
with an increased risk of iatrogenesis (effects of possible drug-disease and drug-drug interactions and
medical error) and also of low levels of medication adherence.

“Twe common areas of difficulty are polypharmacy and health promotion, since taking into account
what is best for a condition may worsen another.” (Quote 11 Respondent 8)

79



MM-PT STUDY: MULTIMORBIDITY IN PRIMARY CARE

Int. ]. Environ. Res. Public Health 2016, 13, 1097 Sof 14

Participants mentioned that they also have difficulties in recognising what conditions and
outcomes are most important for the patient and for the GP, how to avoid treatments that lack
solid supporting evidence, and how to deprescribe.

Paor patient engagement:

Respondents noted that multimorbid patients are poorly engaged in their own treatment.
They have limited health literacy skills, do not acknowledge the future implications of multimorbidity,
do not comprehend the health-related information communicated by the GPs, and do not adopt
healthier lifestyles because of their belief in personal invulnerability.

The possible relations between the different sets of perceived difficulties and challenges were
considered in the diagram depicted in Figure 2.

GP’s role of treating
the whole person

Medical __ GENERAL MULTIMORBID Poor patient
Education PRACTITIONER PATIENT engagement

Insuficient patient support

Diagnostic challenges and
complex clinical management

Figure 2. Relations between the perceived difficulties and challenges.

3.4. Management of Multimorbidity

Analysis of the data revealed seven main themes (Table 3).

Table 3. Tools used by GPs to manage the difficulties and challenges of multimorbidity.

(1) person centeredness
(2) holistic model
(3) effective doctor-patient relationship
(4) integrated approach
(5) continuing management
(6) coordination with others and teamwork
(7) problem solving skills

Participants stated that they are fully committed to helping their patients with multimorbidity
even though they find it to be a very difficult task and a source of distress.
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“ ... with great difficulty and distress due to the [short] consultation times, allied with constant
interruptions by various coworkers, patients are often inevitably cut short in the exposure of their
concerns. Qwing to the lack of existing human resources, family doctors are then required to see to
not only their list of patients as well as others whese doctors are absent and in need of urgent care.
This situation is not easy to solve.” (Quote 12 Respondent 53)

Characteristics commonly associated to family medicine [15] were mentioned by the respondents
as the tools used in daily practice to manage the difficulties and challenges of multimorbidity:
(1) person centeredness—“focus care on the person and not on diseases”, “know the patient, his

oo

background (myths and expectations), living situation and family dynamics”, “reconcile doctor
and patient agendas” by being “aware of each patient’s needs and priorities”, “promote patient
empowerment by educating and keeping them and their families well informed” and “get patients to
take responsibility for their own health”; (2) holistic model—"make a global approach, never forgetting
the dimensions (bio-psycho-social) of the patient”; (3) effective doctor-patient relationship —take
advantage of “empathy”, “proximity”, “patience”, and “perseverance” in the therapeutic relationship,
“use clear and straightforward language in the doctor-patient communication”; (4) integrated
approach—"disease prevention efforts” should be devised as well as a focus on managing multiple
conditions; (5) continuing management—*“offer longer consultations” (including online doctor
consultations), “increase the number of consultations”, and arrange a “short span of time between
consultations”; (6) coordination with others and teamwork—*“work together with other health care
professionals (generally with the nurses)”, “include inter-organisational collaboration”, and “cooperate
with families and other carers”; (7) problem solving skills—“attend continuing education courses and
postgraduate educational activities”, “balance the best available evidence with the experience based
medicine”, “optimize drug prescribing by avoiding the tendency to medicalize, negotiating treatment
with the patient, updating the patient’s medication list at each visit, deprescribing when needed, and

by using non drug therapies”.
3.5. Informational Material Bearing the Results from Previous Portuguese Multimorbidity Studies

After reading the informational material provided (Figure 1), (1) approximately one-quarter of
the sample (18/74) would amend their previous definition of multimorbidity. The most frequently
stated change was the inclusion of “social factors” and the “negative influence of multimorbidity on
quality of life” in the definition (one respondent would add the “need of multidisciplinary care” and
another participant thought that it was important to complement the definition with “difficulty in
access to care when needed”); (2) nearly the entire sample highlights the extremely high importance of
multimorbidity—*data shown accentuates the importance of multimorhidity and the need to establish
strategies for dealing with this condition, particularly among the elderly”, “it is much more prevalent
than sometimes we remember”, “the maximum importance, underlining the psychosocial aspects”,
“extremely important as it can be a generator of burn-out among health professionals”, “it is a serious
problem for the (Portuguese) National Health Service”; (3) the majority (52/74) will change their
daily practice regarding multimorbidity—*even more dedication to the diagnose and management of
patients with multimorbidity”, “further improve accessibility for the at risk and vulnerable groups”,
“pay more attention to the management of the most at risk groups of multimorbidity and take
into special consideration the mental and cardiometabolic illnesses”, “start applying instruments
of measurement of quality of life”, “training in the management of the most prevalent diseases and the
interactions of different drugs used in their treatment”, “create a distinct consultation for multimeorbid

patients”, “give at least 30 min consultations for these patients”.

4, Discussion

The current study found high levels of awareness regarding multimorbidity within its participants.
In accordance with available literature [21,38,39], no universally accepted definition of multimorbidity
was found, and the concept was heterogeneous hetween respondents [39]. Interestingly, none of
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the definitions were incorrect. This highlights the complexity of this area of research and also the
importance of finding a consensus on how multimorhidity is defined.

When queried about the EGPRN’s definition of multimorbidity (Portuguese translation [22]), the
sample recognized the clarity and usefulness of the definition for primary care settings. This result may
be explained by the fact that EGPRN’s definition is comprehensive [21], more adapted to the complexity
of the multimorbid patient [23], and eventually superior for clinical purposes than the commonly used
definition of co-occurrence of two or more long-term conditions in the same patient [40].

This study adds to findings from previous studies of GPs” views and attitudes in
multimorbidity [16-18,41-44]. To our knowledge, this is the first study of its kind done in Portugal.
Our sample included sufficient variation in sex, age, academic degree, career level, experience in
primary care, and practice type, which provided a deeper understanding of GPs’ subjective perceptions.
All respondents were practising physicians and therefore provided real-world data.

A shared view amongst respondents was that multimorbidity is very common and associated
with old age, which supports former qualitative research reporting GPs” perspectives [41] and is
consistent with data obtained from epidemiologic studies [10].

GPs pointed out several difficulties and challenges while managing multimorbidity. As expected,
comumon consequences of these drawbacks are a significant burden related to patient management and
the toll on patient care [16,41,43].

Perceived difficulties and challenges could be classified on the basis of their relation to the GP or
the patient into two types, extrinsic and intrinsic.

Extrinsic factors were associated with the healthcare system logistics management (consultation
time, organization of care teams, clinical information) and society (media pressure, social/family
support). These practical issues seem to be consistent with the ones identified in earlier studies [43,44],
with the exception of the “media pressure” topic that has not previously been reported in
multimorbidity. Partial media coverage may have a negative impact on patient care [45] and although
austerity measures are associated with increased mortality [46], in the last few months Portugal’s
healthcare system was targeted by the media concerning cuts in the health service and mortality
cases [47], which consequently may put pressure on physicians in general and particularly on GPs that
manage complex multimorbid patients. This will certainly require further study.

The perceived extrinsic factors demonstrate the necessity for longer consultations [18,41,42,48].
In Portugal, the average consultation length in general practice is approximately 15 min [49,50],
similar to Belgium and Switzerland, and longer than Germany, Spain, the Netherlands, and the
United Kingdom [51]. Usually GPs do not have enough time to manage patients with chronic
diseases [52], but when they do, it decreases GPs stress and increases patient enablement [53].
If impossible, GPs may adopt time-management strategies [54] and take advantage of efficient health
information technologies [55] to warrant more effective consultations. There is also the need for
team-based care [56] that includes other co-workers in addition to the GPs {e.g., psychologists,
nutritionists, dentists, care coordinators, etc.), cooperation with families and social organizations
for better patients’ social support [43,44], and improvement of referral systems for hospital care [43].
In Portugal, there is a known lack of coordination between specialist care and primary care with a
large number of patients bypassing their GP by visiting emergency departments [20]. The referral
rate from primary to secondary care is approximately 6% [57,58], which is similar to the situation in
Spain [59]. The waiting times for specialist care may vary widely from one to six months [60], and
feedback from secondary care providers is received in less than 40% of the cases [58,60,61].

Intrinsic factors related to the GF, patient, and physician-patient relationship were also stated.
In the recent review of Cottrell and Yardley [18] and in the present study, GPs acknowledged the
complexity in managing multimorbidity with an increasing workload [41,44,62]. GPs faced difficulties
and challenges in delivering holistic care [16], they experienced feelings of inability to help considering
existing resources, and stated lacking competences in dealing with multimorbidity [41,43,44], including
uncertainty on how to recognise what conditions and outcomes are most important for the patient
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and for the GE, how to avoid treatments that lack solid supporting evidence, and how to deprescribe.
Inadequacy of guidelines and polypharmacy were also mentioned as major therapeutic challenges, as
shown in previous studies [16,44]. Difficulties in communicating with multimorbid patients, frequently
elderly and individuals with low education levels, may be the reason of poor patient engagement.
Some researchers have emphasized that physicians with better communication and interpersonal skills
are able to perform more quality consultations [63].

Characteristics fundamental to family medicine [15] were mentioned by the respondents in an
extremely positive and optimistic way as the tools that could be used in daily practice to manage the
challenges of multimorbidity. The current results match those of Le Reste et al. [23], which indicated
that GPs consider these characteristics as a valid contribute to the detection and management of
multimorbid patients [23]. In the study of Luijks et al. [17] and in the present study, a person-centred
approach was considered to be the crucial intervention strategy for multimorbidity. A key element of
such an approach in family medicine is the “understanding of the patient as well as his disease” [64]
(p. 24). Some researchers have highlighted the value of individualised care not only for GPs but also
from the patients” perspectives [18], including a better physician-patient relationship [65].

The informational material provided concerning data on multimorbidity in Portugal was able to
increase consciousness regarding the importance of multimorbidity and at the same time was capable
of driving change in the way GPs deal with multimorbidity and multimorbid patients in their daily
practice. This material was well received by the GPs. One respondent, a GF 62 years of age, made the
following final comment: “There should be more studies like these. Researchers should whenever
possible disseminate the results of their previous studies and ask for opinions as did this colleague of
ours. Thank you and congratulations.” Providing short informational materials to GPs may also be
one way to bring together clinical research and clinical practice, which in turn benefits patients and
healthcare as a whole [66].

The main limitations in this study are similar to the ones presented in previous qualitative studies
regarding GPs” perceptions of multimorbidity. Although not the objective of the study, current data
does not directly evaluate GPs’ daily practices but only what they perceive they do [16]. Future research
with a different design should be undertaken to investigate this further. Patient views and also their
caregivers were not sought in the current study and will require consideration in following research [16]
in Portugal.

5. Conclusions

One of the more significant findings to emerge from this study is that although GPs are
overwhelmed by the difficulties and challenges of multimorbidity, at the same time, they have the
tools to deal with them: the fundamental characteristics of family medicine. Also, the complex care
required by multimorbid patients needs adequate consultation time, multidisciplinary teamwork, and
more education/training. Improvements to the organization of care delivery are mandatory and this
study provided data that can be used to plan future interventions towards multimorbidity in primary
care in Portugal.
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4 General discussion and implications

This thesis allowed to study multimorbidity within primary care in Portugal, from multiple
perspectives (although not wanting to exhaust the theme), and to explore its relevance.'®

Ultimately raising the awareness/interest of Portuguese GPs in this topic.'”
As previously mentioned, this research project was divided into three phases.'”°

Phase I, a cross-sectional study, consisting of 1993 patients aged 18 and older, attending
primary care consultations across the five Portuguese Healthcare Administrative Regions,
found that 72.7% of the sample had two or more conditions out of a list of 147 chronic health
problems (24.7% in 18-34 year olds, 58.5% in 35-49, 81.2% in 50-64 and 92.6% in patients aged
65 and over)."2 On the one hand, these findings supported previous research suggestion that
multimorbidity is the rule in primary care settings,* while on the other they are a matter of
concern. The observed high percentage of primary care adult patients in all age-groups living
with multiple chronic conditions makes evident that dealing with multimorbidity is virtually
an everyday work for GPs in Portugal. Thus, in the present Portuguese primary care context
of both short and fixed consultation times, GPs and patients will experience frequent

conflicting demands when addressing multimorbidity.'”"

In the studied sample, the determinants of multimorbidity were age, education and
professional status.'”? This presents a great challenge to Portuguese GPs since they will have
to deliver personalised health care to patients that have not only a higher risk of adverse
health outcomes but also have fewer years of education which may potentiate
patient-physician communication barriers and worsen the patients’ capability of deciding
about their own health care including non-adherence to treatment. These patients will most
likely need greater decision-making support from their physicians. For this, GPs must be
well-versed on the subject of the broad problematic of multimorbidity, including patient
acceptance, perspectives on managing multimorbidity, and the risks of polypharmacy. As an
example, a recently published interventional study based on self-management support that

targeted multiple chronic conditions and risk factors showed promising results in Canada.'”3

Cardiometabolic and mental conditions remained the two most frequent groups of chronic
health problems, making them priority conditions for GPs when dealing with multimorbid
patients.'”? This finding becomes more relevant when knowing that although it is accepted
that lifestyle modifications are the first line management for cardiometabolic conditions and
other chronic health problems, they are insufficiently tackled by GPs.'"® Thus, improvements
in the interventions aiming risk factors might be important in preventing multimorbidity.'”3
Another source of concern is the fact that when mental conditions are found together with

physical multimorbidity, the burden of disease increases,’’ the capability to self-manage
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co-existing conditions decreases,”™® and also that mental conditions have an impact on
caregivers burden and on their mental health.'4"7> Multimorbid patients’ needs should be
regularly assessed and psychosocial treatment offered, in addition to pharmacotherapy when

needed. And the same can be said for their caregivers.

Six patterns of multimorbidity emerged from the study data: i) overweight; ii) anxiety
disorder/anxiety state and depressive disorder; iii) varicose veins of the leg and back
syndrome without radiating pain; iv) obesity, non-insulin dependent diabetes and
uncomplicated hypertension; v) osteoarthrosis (other), osteoporosis, goitre and back
syndrome with radiating pain; vi) complicated hypertension, lipid disorder, osteoarthritis of
the knee and benign prostatic hypertrophy.'”? Although there is still no directed care
management for specific combinations of chronic health problems, such combinations should
be kept in mind when managing multimorbidity because there is some evidence in the
literature of a synergistic effect for some combinations®'7¢ and also because some are
formed by discordant conditions and therefore may possibly have a more difficult
management and care.' It also should be kept in mind that chronic pain sufferers experience
not only a worsening of their lives but also negative attitudes and feelings from physicians
and family members,'”” which may contribute to an inadequate management of their health
problems and a lack of family support. This implies that GPs also need to pay more attention
to combinations of chronic health problems associated with chronic pain. And that studies of

interventions for improving outcomes in multimorbidity are also needed.

Phase Il, a cross-sectional study, consisting of 521 multimorbid patients aged 18 and older
attending primary care consultations in thirteen Primary Care Centres in the Centre region of
Portugal, found that multimorbidity has a negative impact on health-related quality of life
(HRQolL). Patients with more chronic health problems had worse HRQoL, particularly the
physical health.'”® In a multidimensional patient-centred concept, this low perception of
health may signify multimorbid patients’ inability to cope with their disability and limitations.
Moreover, impaired HRQoL was previously linked with increased risk of adverse outcomes,
such as death and hospitalisation.'”*'® The same can be assumed to apply to multimorbid
patients. This reinforces the previously stated notion that these patients will need more

support from their GPs.

Despite the predictable higher support needs of patients with multimorbidity, 69% of the
respondents did not report unmet health needs,'”® which indicate that they were able to
meet their needs. Nonetheless, 31% were not. Participants who reported unmet needs were
mostly for general medical care, dental care, and eyeglasses or other technical aid.'”®
Primary care teams will have to continue to optimize resources and schedules in order to
meet the needs of multimorbid patients,'”® including patients’ access to GP consultations.

The Portuguese Ministry of Health is also analysing the feasibility of including dentists in the
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Primary Care Centres, a measure that may in the future suppress the unmet need of dental

care.

It is important to note that regarding family support, the majority of the patients suffering
from multimorbidity reported high family support.’””® On the one hand, this finding may
suggest that most multimorbid patients will have gains in HRQoL and in clinical outcomes
through the support given to them by family members, but on the other hand, an increase in
informal care may lead to family members’ burden and consequently to the need of support
and assistance to them (e.g. a close contact between the caregiver and the health care

system, '8 or aid from another person to perform the care'®).

Latest Portuguese Directorate-General of Health (DGS) data shows that 27.5% of the
population in Portugal was at-risk-of-poverty in 2014 (4.2% higher than the European
average), meaning below the poverty threshold.™ It would also be helpful to multimorbid
patients and their families (in terms of quality of life, fulfilling health needs, and family
support), if there were improvements in their economic and social conditions. For example,
through the Portuguese Social Emergency Programme (PES) which involves the participation
of local authorities and civil society organizations related to the social and solidarity
sector.'® High financial burden is responsible for patients with disability, chronic conditions
and low income to forgo medical care, which may result in health decline.'®-'8 |ndividuals
with chronic diseases are also vulnerable to cost-related medication nonadherence,'® which

may be of particular importance to patients with multimorbidity.

Phase lll, the final phase of the project, has undergone some changes and was done
differently from what was predicted, as can be perceived by comparing the protocol to Phase

Il published articles.

First, the translation to Portuguese of the European General Practice Research Network
(EGPRN) definition of multimorbidity using a Delphi technique'® was added to the project.
The inclusion is justified by the belief that in the future this comprehensive definition of
multimorbidity will aid clinicians and researchers to better serve the multimorbid patient,
particularly after the publication of studies regarding its operationalization.>®'%%91 Its clarity
and usefulness were afterwards recognized by Portuguese GPs.'”! Interestingly, this sample of
GPs, highly aware of the topic multimorbidity, when asked to define multimorbidity reached
no consensus,'' as also did not the medical community in general.®” The now translated
EGPRN concept of multimorbidity may be another step towards finding a consensus,'" but

only time and further research will demonstrate the best way to deal with this matter.

Second, the study that aimed to access GPs’ knowledge, awareness and practices regarding
multimorbidity and its management'' was converted from a before-after study to a
single-point-in-time observation, a web-based qualitative descriptive study. This change was

deemed necessary because of the non-viability of maintaining a sample during the long period
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of time of the first two phases of the project. Although this could be interpreted as a
methodological limitation, the study produced significant results regarding real-world data

from a varied sample of practising physicians.'”"

GPs’ views regarding prevalence of multimorbidity (and the perception that it increases with
age) are aligned with the epidemiological findings of Phase | of the research project, as one
respondent so vividly put it: “[...] | believe that single disease patients have no expression in
my daily practice”'”" (p. 5). GPs recognized the importance and complexity of multimorbidity
because it is “inextricably linked to general practice”'”" (p.5) and also because it creates
important difficulties and challenges (extrinsic factors associated with the healthcare system
logistics management and society; intrinsic factors related to the GP, patient, and

physician-patient relationship).'”"

Although GPs considered that General Practice/Family Medicine is well-equipped to deal with
the difficulties and challenges of multimorbidity, mostly because of its person-centred
approach'? and by its “understanding of the patient as well as his disease”'® (p. 24), they
are still overwhelmed by multimorbidity, a condition that tends to worsen over time, and that
currently has no guidelines for orientation. In Portugal, DGS guidelines are single-disease
oriented and when used as a guide to manage patients with multimorbidity they have to be
used together with other related guidelines. When this is associated with the pressure of
following performance indicators, that are rigid and not person-tailored, GPs feel that they
are unable to help patients with multimorbidity."”' Do multimorbid patients need more

consultations or more consultation time?

Are GPs well-equipped, but ill-prepared for this new, more difficult and challenging, era of
multimorbidity? One thing is for certain, not only patients with multimorbidity (and their

families), as implied in Phase | and Phase II, but also GPs need support.

The organization of care delivery to the multimorbid patient will have to suffer changes and

improve the existing resources, in the near future. For GPs, supports can come in the form of:

e Inclusion of other allied health professionals in the development of a management
plan (team-based care'). Psychologists, nutritionists, dentists, care coordinators,
social workers are among some of the needed partners to help manage

multimorbidity.

¢ Inclusion of individuals to assist with ongoing education for the patient (i.e. family

members and social organizations who understand the patient’s situation'9>1%),
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e Better preparation for GPs (education/training) by:

= Starting to expose undergraduate medical students to multimorbid patients
and their problems and to use these interactions for students to develop

effective interpersonal and communication skills.

= Providing comprehensive and validated training in the competencies that GPs

feel that are ill-prepared (e.g. by workshops, online courses). '’

= Providing informational materials regarding multimorbidity, since they can
increase GPs awareness and motivate change in daily practice regarding

multimorbidity and the multimorbid patient.'”!
e Adequate/increased consultation time."”!
e Enhancement of the referral systems for hospital care.'®®

The strengths and weaknesses of this research project, that have been discussed in full in
each published article, should be kept in mind when interpreting the global results.
Considering the heterogeneity in multimorbidity patterns and in multimorbidity research,
current findings may not be generalizable to all primary care practices in a community

setting, nor can they be directly compared to previous studies with divergent methodologies.

The most important limitations are the consequence of financial and time restraints, common
to research that is unfunded. First, although all five mainland Portuguese Healthcare
Administrative Regions were represented in Phase I, this was not sought in Phases Il and lIl.
Second, no random sample of each GP’s patients was possible to achieve and so there is a
possibility of sample selection bias. Third, no indicator of disease severity was used (although
of relevance in multimorbidity studies). Finally, the cross-sectional design does not make
possible to establish causal relationships, nor trends or interactions over time. Furthermore,
when GPs’ views were studied, it was only analysed what they perceive they do and this may
or may not be what they are actually doing when delivering care to patients with
multimorbidity. It is important to point out that the study of GPs’ attitudes regarding
multimorbidity deserves following profound work not only to allow better care, but also to

prevent work-related stress and even burnout.

For the future, there are some potential research directions. First, further work is suggested
on larger samples to confirm the results of the current research project. Second, further
research is warranted to evaluate if these epidemiological findings can be supported in other
settings (e.g. secondary care, general population). Third, there is also the need to analyse
multimorbid patients’ views and also their caregivers’ about multimorbidity and its

management. Fourth, it is recommendable to develop and field test the operationalization of
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the EGPRN concept of multimorbidity. Finally, longitudinal and interventional studies are still

needed, which could, in time, lead to guidelines on multimorbidity.

As previously acknowledged, multimorbidity requires reflection on the impact of each chronic
health problem on the sphere of the patient, thus transcending the merely boundaries of each
disease. In short, it is the human being in interaction with his health problems. Primary care
presents a continuous, coordinated and comprehensive care for patients with multimorbidity
and it is encouraging that participant GPs considered this in a positive and optimistic way.'”!
Current research project has a major practical implication for GPs everyday practice, and
although a causal link cannot be proven, it highlighted some associations between
multimorbidity and patient characteristics that may help identify those patients that are
suffering the most, are in need of greater support, and will require much more attention

when treating multimorbid patients.

In conclusion, while more research will still be needed to fully grasp the complete picture of
multimorbidity in Portugal, the current results are, nonetheless, important to GPs,
multimorbidity researchers, healthcare service planners, Med School teachers, and

indubitably to patients with multimorbidity and their families.

The studies of multimorbidity frequently deal with the diaghosis of medical conditions, but
one should never forget that GPs also deal with the burden of a person’s suffering. Thus, one
must dare to design future guidelines not just for the patient with multimorbidity, but mostly

for the person with multimorbidity.
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Appendix 1: Ethics Committee of the Faculty of

Health Sciences, University of Beira Interior

R ,, UNIVERSIDADE DA BEIRA INTERIOR
FACULDADE DE CIENCIAS DA SAUDE

Lo i

PARECER

Processo: CE-FCS-2013-019
Data conclusio processo: 11-09-2013

Tema Projecto/Proponente: “MM-PT study: Multimorbidity in primary care”— Exmo. Sr.

Dr. José Filipe Chaves Pereira Prazeres

Exmo. Sr. Presidente da Faculdade de Ciéncias da Saude

Apreciado o pedido referente ao processo acima mencionado esta Comissdo ndo detectou

matéria que ofenda os principios éticos.

"(ir) 4
ULh,
\J f) par umt

Faculdade de Cidneiss da Sadde —Av. Infante D. Henrigue — 6200-506 Covilhil - Portugal * 8 (+351) 275 320 002 * Tebefax (+351) 275 129 099 1
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Appendix 2: Ethics Committee of the Central

Health Region of Portugal

GOVERNO DE L ADMINISTRACAO
? PORTUGAL /BS( REGIONAL DE

MINISTERIO DA SAODE SAUDE DO CENTRO.L.P

COMISSAO DE ETICA PARA A SAUDE

PARECER FINAL: DESPACHO: |

FAVORAVEL {’(lkﬁ © e & S_G_gic_ﬂQ

Cansclha Diretivo
da ALRS. do Centro LP.

B Feraids 1] 1
Vige s

ASSUNTO:  Anilise em sede da Comissdo de Etica do projecto “MM-PT study: m' ofbidity in primary care”

. p—
" b Maria nugas# Maota
Vogal,

Dos elementos fornecidos no projecto o contacto com os doentes serd feito, apenas, pelos

médicos. E referido pelo investigador que este “ndo ficard a conhecer dados sensiveis”, que
| “nenhuma informagdo que poderd identificar os utentes serd incluida nos questiondrios e/ou

base de dados”. Desta forma julgo estar assegurada a confidencialidade da informagdo de

saiide dos doentes que aceitem participar no estudo. De igual forma estd, também,

garantida a obtengdo de um consentimento informado, livre e esclarecido do doente para a
| participagdo no estudo. Consentimento que serd obtido pelos médicos de MGF.

Parece-nos um estudo que devidamente conduzide e aproveitado poderd trazer uma mais
valia para a qualidade de vida do doente com multimorbilidade.

Relator: Dra Carla Barbosa.
Aprovado em reunido da Comissdo de ética, em12 de Setembro de 2013.
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Appendix 3: Paper Il - Data collection tools

% UNIVERSIDADE DA BEIRA INTERIOR
Covilha | Portugal

CONSENTIMENTO LIVRE E INFORMADO

Investigador: Dr. FILIPE PRAZERES Contacto telefonico: 234891197

O aumento das doengas cronicas exige que se conhegam as necessidades das
pessoas para promover politicas e programas adequados. Assim, com este
estudo (MM-PT study: multimorbidity in primary care) procuramos identificar
as principais necessidades de pessoas com varias doengas, considerando
diversos tipos: de salde, familiares e de qualidade de vida. Neste
sentido, precisamos que responda a um questionario, que demora cerca de 2
minutos.

Nenhuma informag¢do que o identifique serd incluida nos questionarios,
qualquer eventual referéncia sera substituida por codigos. Responder a este
questionario ndo é prejudicial para a sua salde e a sua decisdo de participar ou
ndo participar ndo terd qualquer impacto no seu tratamento clinico presente ou
futuro. A sua participacdo ndo terd qualquer custo para si. Se decidir participar,
pode mesmo assim retirar o seu consentimento ou interromper a sua
participagdo em qualquer altura. E livre de ndo responder a qualquer pergunta,
continuando as restantes a serem importantes.

Os seus registos médicos ndo serdo afectados por este estudo. A
confidencialidade dos seus dados serd mantida.

Qualquer duvida ou questdo pode ser colocada ao investigador (ver o contacto

no inicio da folha).

Declaro que:

(3 N3o aceito participar
O Aceito participar
» Assinatura do utente

® Assinatura de testemunha

= Assinatura do investigador

= Consentimento verbal O
Adaptado de EASY-Care - UA - PT
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Cédigo de identificagdo I

Data de recolha de dados |

ATENCAO: s6 preencher o questionirio se o

utente tiver 18 ou mais anos

DADOS SOCIODEMOGRAFICOS DO UTENTE

Ql. Sexo:
O Feminino

0 Masculino

Q2. Idade:

Q3. Zona de residéncia:
O Rural
O Urbana

Q4. Estado civil:

3 Solteiro

(O Casado(a)/unido de facto
O Divorciado(a)/Separado(a)
O Viuvo(a)

Q5. Anos de educacio formal (ou grau

académico):

Q6. Em geral como caracteriza as suas
financas no fim do més?

0 Nio chegam para as necessidades

O Suficientes

3 Sobra algum dinheiro

Q7. Com quem vive?
0 Sozinho

O Em casal

O Com familia alargada
O Em institui¢do

O Outra situagdo. Qual?

Q8. Situacio profissional

O Empregado(a) a tempo integral
O Empregado(a) a tempo parcial
O Desempregado(a)

O Doméstica

(3 Pensionista/Reformado(a)

O Estudante

PROBLEMAS ACTIVOS/DOENCAS DO UTENTE

Q9. Registo de todos os problemas activos/
doengas do utente

Para facilidade de preenchimento pode registar
somente o codigo ICPC-2 (exemplo:HIPERTENSAO
COM COMPLICACOES ou K87)

NOTA: deixar em branco se o utente for saudavel
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% UNIVERSIDADE DA BEIRA INTERIOR
Covilhi | Portugal

CONSENTIMENTO LIVRE E INFORMADO

Investigador: Dr, FILIPE PRAZERES Contacto telefonico: 234891197

O aumento das doencas cronicas exige que se conhe¢cam as necessidades das
pessoas para promover politicas e programas adequados. Assim, com este
estudo (MM-PT study: multimorbidity in primary care) procuramos identificar
as principais necessidades de pessoas com vaérias doencas, considerando
diversos tipos: de saude, familiares e de qualidade de vida. Neste
sentido, precisamos que responda a um questionario, que demora cerca de
10 minutos.

Nenhuma informacdo que o identifique serda incluida nos questionarios,
qualquer eventual referéncia serd substituida por codigos. Responder a este
questiondrio ndo é prejudicial para a sua saude e a sua decisdo de participar ou
ndo participar ndo tera qualquer impacto no seu tratamento clinico presente ou
futuro. A sua participacdo ndo tera qualquer custo para si. Se decidir participar,
pode mesmo assim retirar o seu consentimento ou interromper a sua
participacdo em qualquer altura. E livre de ndo responder a qualquer pergunta,
continuando as restantes a serem importantes,

Os seus registos médicos ndo serdo afectados por este estudo. A
confidencialidade dos seus dados serd mantida.

Qualquer duvida ou questdo pode ser colocada ao investigador (ver o contacto

no inicio da folha).

Declaro que:

J N&o aceito participar
0 Aceito participar
» Assinatura do utente

= Assinatura de testemunha

» Assinatura do investigador

= Consentimento verbal (J

Adaptado de EASY-Care - UA - PT

119



MM-PT STUDY: MULTIMORBIDITY IN PRIMARY CARE

Cadigo de identificacao:

Data de recolha de dados:

DADOS SOCIODEMOGRAFICOS DO UTENTE

1. Sexo: Feminino O Masculino O

2. Idade:

3. Zona de residéncia: Rural O Urbana O

4. Estado civil:

Solteiro OJ

Casado(a)/unido de facto O
Divorciado(a)/Separado(a) O
Viavo(a) O

5. Anos de educacao formal (grau académico):

6. Em geral como caracteriza as suas financas no fim do meés?
Nio chegam para as necessidades OJ
Suficientes OJ

Sobra algum dinheiro O

7. Com quem vive?
Sozinho O

Em casal O

Com familia alargada OJ
Em institui¢do O

Outra situagdo O Qual?
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8. Situacao profissional

Empregado(a) a tempo integral [  Empregado(a) a tempo parcial OJ
Desempregado(a) O Doméstica O

Pensionista/Reformado(a) O Estudante O

PROBLEMAS ACTIVOS/DOENCAS

9. Registo dos problemas activos / doencas

FPara facilidade de preenchimento pode ser registado somente o codigo ICPC-2

(exemplo: HIPERTENSAO COM COMPLICACOES ou K87)
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NECESSIDADES EM SAUDE

10. Nos ultimos 12 meses alguma vez precisou mas nao conseguiu? (pode

assinalar mais do que uma op¢io)

Receitas Médicas (renovacdo de receituario) O
Consulta Médica (generalista) O

Cirurgia O

Psiquiatra (aconselhamento em satde mental) O
Saude Oral (Dentista) O

Oculos ou outras ajudas técnicas OJ

10.1. Qual a razao? (pode assinalar mais do que uma opgio)

Nio conseguia sair do trabalho? O

Estava demasiado doente para 1a chegar? O

Nio tinha maneira de 14 chegar? O

Tinha a responsabilidade de cuidar de alguém? O

Tinha medo de sair de casa por se sentir inseguro? J

Tinha assuntos mais importantes para tratar?

Tinha o dinheiro contado para alimentagdo, vestuario, habitagédo, etc? O

Outra. Qual?
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QUESTIONARIO APGAR FAMILIAR

11. Assinale a resposta que melhor se adapta a sua experiéncia pessoal

com a sua familia

QUASE ALGUMAS QUASE
SEMPRE VEZES NUNCA
2 1 0

Estou satisfeito(a) com a ajuda que recebo da
minha familia, sempre que alguma coisa me
preocupa.

Estou satisfeito(a) pela forma como a minha
familia discute assuntos de interesse comum
e partilha comigo a solu¢io do problema

Acho que a minha familia concorda com o
meu desejo de encetar novas actividades ou
de modificar o meu estilo de vida.

Estou satisfeito(a) com o modo como a
minha familia manifesta a sua afei¢do e reage
aos meus sentimentos (ex. irrita¢do, pesar e
amor).

Estou satisteito(a) com o tempo que passo
com a minha familia.

Analise:

Pontuagdo Total:

Familias altamente funcionais: 7 a 10 pontos

Familias moderadamente disfuncionais: 4 a 6 pontos
Familias severamente disfuncionais: 0 a 3 pontos
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QUESTIONARIO DE ESTADO DE SAUDE (SF-12v2)

Instrucdes para o preenchimento deste questionéario

Por favor responda a todas as perguntas. Algumas perguntas podem parecer parecidas com outras, mas
todas sao diferentes. Pedimos que leia com atencdo cada pergunta e que responda o mais
cuidadosamente possivel.

A SUA SAUDE EM GERAL

1. Em geral, diria que a sua salude é:

Excelente Muito boa Boa Razoavel Fraca
1 2 3 4 5

2 As perguntas que se seguem sdo sobre actividades que executa no seu dia-a-dia.
Sera que a sua saude o/a limita nestas actividades? Se sim, quanto?

(Por favor assinale com um circulo um numero em cada linha)

Sim, Sim, um Nao,
muito pouco nada
limitado/a limitado/a limitado/a

a. Actividades moderadas, tais como deslocar
UMa mMesa OU aSPirar @ CASA ...vvevrerrenrnenranrens 1 2 3

b.  Subir varios lancos de escada ...............o 1 2 3

3. Durante as ultimas 4 semanas teve, no seu trabalho ou actividades diarias, algum dos
problemas apresentados a seguir como consequéncia do seu estado de saude fisico?

Quanto tempo, Sempre A maior  Algum Pouco  Nunca
nas ultimas quatro semanas... parte do tempo tempo

tempo
a. Fez menos do que queria? ........coooiiiiiiiia. 1 2 3 4 5

b.  Sentiu-se limitado/a no tipo de trabalho
ou outras actividades.........ooevviiiniiiiinniiinn 1 2 3 4 5

© 1992, SF-12v2. QualityMetric, Inc. All rights reserved.
01997, Versao Portuguesa. Centro de Estudos e Investigacao em Saude (CEISUC).
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4. Durante as udltimas 4 semanas, teve com o seu trabalho ou com as suas actividades diarias,
algum dos problemas apresentados a seguir devido a quaisquer problemas emocionais (tal

como sentir-se deprimido/a ou ansioso/a)?

Quanto tempo, Sempre A maior  Algum Pouco Nunca
nas ultimas quatro semanas... parte do tempo tempo

tempo
a. Fez menos do gque queria? .......c.covvvvvvvnnnnnnns 1 2 3 4 5

b.  Executou o seu trabalho ou outras actividades
menos cuidadosamente do que era costume.. 1 2 3 4 5

5. Durante as ultimas 4 semanas, de que forma é que a dor interferiu com o seu trabalho
normal (tanto o trabalho fora de casa como o trabalho doméstico)?

Absolutamente nada Pouco Moderadamente Bastante Imenso

1 2 3 4 5

6. As perguntas que se seguem pretendem avaliar a forma como se sentiu e como lhe
correram as coisas nas Ultimas quatro semanas. Para cada pergunta, coloque por favor um
circulo a volta do nimero que melhor descreve a forma como se sentiu.

Quanto tempo, Sempre A maior  Algum Pouco  Nunca
nas ultimas quatro semanas... partedo tempo tempo

tempo
a. Sesentiu calmo/a e tranquilo/a? .............. 1 2 3 4 5
b.  Se sentiu com muita energia? ...........cvvenen 1 2 3 4 5
f.  Sesentiu deprimido/a? ........coovviiiiiiiiiannn 1 2 3 4 5

7. Durante as dltimas quatro semanas, até que ponto é que a sua satde fisica ou problemas
emocionais limitaram a sua actividade social (tal como visitar amigos ou familiares

proximos)?
Sempre A maior parte Algum Pouco Nunca
do tempo tempo tempo
1 2 3 =~ 5

MUITO OBRIGADO
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Appendix 5: Paper IV - Linguistic validation

Declaragao

Atesto que a tradugdo portuguesa da defini¢do de ‘multimorblidade’ estd

linguisticamente correta.

Coimbra, 12.9.2015

/4‘1*:,& Cu\hl\'\,—__ ‘r';(;CCI\)‘_; (—3;}3—{3/
¢

.

— Ana Cristina Macario Lopes
Prof? Associada com Agregac¢ao

Faculdade de Letras da Universidade de Coimbra
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Appendix 6: Paper V - Data collection tools

LimeService - Your online su senvice - Multimorbilidade - Culdados de Saide Primarios 15-02-2016

Multimorbilidade - Cuidados de Saude Primarios
‘Portuguese GPs' knowledge, awareness and practices regarding muttimorbidity and its management.”

Autores: Prazeres, F.; Sanfisgo, L

Bx. mofa) Colega,

No émbito do programa doutoral em Medicina, da Faculdade de Ciéncias da Sadde da Universidade da Beira Interior (Covilha), gostariamos de estudar a opinido, dos
meédicos de familia dos distritos de Coimbra e Aveiro, sobre o tema multimorbilidade.

Os dados recolfidos neste questiondno, serdo utilizados para a elaboragdo de um artigo original, o qual serd submetido a revista indexada na Medline. Garantimos a
confidencialidade em relacdo a foda a informagao recolhida, nunca havendo gualquer identificacso do inguirido. As respostas serdo sempre analisadas dentro dos
objetivos do esfudo.

MAgradecemos pela disponibilidade em participar no nosso questionano. Asua colaboragio & fundamental para o sucesso deste estudo.

Subscrevo-me atendosamente,

Filipe Prazeres
MAesistente de Medicina Geral e Familiar

Exstern 18 perguntas neste inquérito

Dados socio-demograficos e laborais

Qual o seu sexo? ¥

Por favor, selecione apenas uma das seguintes opgdes:
Feminino
Masculino

Qual a sua idade? *
Neste campo s0 € possivel infroduar ndmeros.

Por favor, escreva aqui a sua resposta:

[ 1

Qual o seu grau académico? *

Por favor, selecione apenas uma das seguintes opgdes:
Licenciatura / Mestrado Integrado
Pis-graduacio / Mestrado / Doutoramento

Qual a sua categoria profissional? *

Por favor, selecione apenas uma das seguintes opgdes:
Médico Intemo
Meédico Especialista

Quantos anos tem de pratica clinica em Medicina Geral e Familiar? *
MNeste campo 50 & possivel infroduar ndmeros.

Por favor, escreva aqui a sua resposta:

[ ]

http:// multimorbilidade. limequery.comyindesx. phpadmin/ printablesurveyfsa/findex/ surveyid/193368 i/a
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Li ice - Your onling survey service - Multi e - Cuidados de Sadde Primdrios 15-02-2016

Por favor indique se trabalha em USF ou UCSP? *
Por favor, seledone apenas uma das seguintes opghes:

USF
UCsP

Por favor indique se trabalha no distrito de Coimbra ou de Aveiro? *
Por favor, selecons apenas uma das seguintes opgbes:

Coimbra

Aveiro

hittp:multimarts Amequery.comfindex. php/ VP v/ safindex/surveyid/193358 2/8
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ice - Your onling survey service - Multi il - Cuidados de Sadde Primdrios 15-02-2016

Multimorbilidade - pagina 1

Esta familiarizado/a com o conceito de Multimorbilidade? *
Por favor, seledone apenas uma das seguintes opghes:

Sim

Mo

Na sua opinido, o que & a Multimorbilidade? *
Por favor, esoeva agui a sua resposta;

e P oG prafadmirT _ ) - ST 8
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- four onling Survey Service - Multi e - Cuidados de Sadde Primdrios 15-02-2016

Multimorbilidade - pagina 2

A definicdo de Multimorbilidade do European General Practice Research Network (EGPRN), recentemente
traduzida por nés para a lingua portuguesa, € a que de seguida se transcreve:

"A multimorbilidade é definida como qualg mmbmagﬁo de uma doenga crénica com pelo menos uma outra
doenca (aguda ou crénica), ou com um fator biop ial iado ou ndo), ou com um fator de risco
somético.

Qua.l‘quer fator biopsicossocial, qua!quer fah)r de risco somético, a rede soaa! a carga das doengas, o consumo
de cuidados de saiide e as estratégias de ptacio do d te p como modificadores {dos
efeitos da multimorbilidade).

A multimorbilidade pode modificar os resultados em saide e levar a um aumento da incapacidade, & diminui¢cio
da qualidade de vida ou 3 fragilidade.” *

Por favor, seledone a posigio apropriada para cada elemento;

Quéo clara é a definigio de multimorbilidade do Quéo (il & a definigio de multimorbilidade do EGPRN para o sua
EGPRN? prética clinica?
Extremamente
Muito
Modemadamente
Pouco
Nada

Indique comentarios, ideias ou sugesties em relacdo a definicio de multimorbilidade anteriormente
apresentada:

Por favor, escreva acui a sua resposta:

bt fmulti Amequery.comfindex. php/ VP v/ safindex/surveyid/193358 4/8
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- four orling survey service - Mullimaorl - Cuidados de Sadde Primdrios 15-02-2016

Multimorbilidade - pagina 3

Na sua opinido, qual a importancia que atribui & multimorbilidade no seu dia-a-dia como médico de familia? (por
favor, seja o mais na sua

Por favor, esreva acui a sua resposta;

Na sua pratica clinica, quais sdo as dificuldades e os desafios que encontra nas consultas aos doentes
com multimorbilidade? (Por faver, seja o mais possivel na sua *

Por favor, esoreva agul 8 sua resposta;

Na sua pratica clinica, como gere as dificuldades e os desafios que encontra nas consultas aos doentes com
multimorbilidade? (porfavor, seja o mais possivel na sua resp 3

*

Por favor, escreva acui a sua resposta:

hitp: imarbi x y.com{index.php/admin/p v/ safindex/surveyid/193358 5/8
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LimeService - Yeur onling survey service - Mu timerbilidade - Cuidades de Saide Primarics

15-12-2{16

Multimorbilidade - pagina 4

Por favor preste atencio a imagem seguinte:

134

[+1c]
a8

Faculdade de Ciéncias da Salde

Multimorbilidade nos Cuidados de Saude Primarios (CSP)

em Portugal
[projeto realizado no Ambito do programa doutoral em Medicina]

Resumidamente, o gue se sabe alé agora:

72.7% dos adultos nos CSP apresentaram

2 ou mais problemas cranicos de saide

Problemas do foro
Caroio-MeTaBGLICO € MENTAL

foram os mais comuns

EM MAIOR RISCO:

= IDOSOS

* PENSIONISTAS/REFORMADOS

= BAIXOS NIiVEIS EDUCAGAO

Multimorbilidade associou-se a pior qualidade de vida

Pior saude fisica € mental em:

* Mulheres
* Doentes com Familias Disfuncionais
* Baixos rendimentos mensais

A maioria ndo referiu necessidades néo alcancadas em saude

Os restantes doentes referiram, nos dltimos 12 meses, terem
precisado de consulta médica generalista, saude oral, e 6culos ou

outras ajudas técnicas mas ndo conseguiram.

Depois de ler as informagbes constantes na imagem supra, alteraria a sua definigio de Multimorbilidade? se sim, por
favor axplique no & spa go dos Coma nta rios .

&

Paor fenor, selecione aperas uma das sequintes oppies:

MNeo

Sim {por favor explicue ro espago dos comeartincs)

Escreva um comentério & sua escolha agui:

httes /¥ muttimart

limeq uery.camyindex Fprintablesurey =afind

SUrveyinj193368
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- four orling survey service - Mullimaorl - Cuidados de Sadde Primdrios 15-02-2016

Depois de ler as informacdes constantes na imagem supra, qual a importincia que agora atribui a
multimarbilidade no dia-a-dia do médico de familia? (porfavor, seja o mais possivel na sua y

*

Por favor, escreva agui a sua resposta:

Depois de ler as informacgdes constantes na imagem supra, que alteragdes fara na sua pratica clinica? (por favor, seja
o maks completo possivel na sua resposta)

*

Por favor, esreva acui a sua resposta;

Indique comentarios, ideias ou sug emr aos apr na imag supra:
Por favor, eseva acui a sua resposta;
b y-comyincex. phpyadmin/p ¥/ sa/index/’ yic/ 193358

778
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Li ice - Your onling survey service - Multi ilidade - Cuidados de Sadde Primdrios 15-02-2016

Submeter o seu inquénto
Chrigado por ter conduido este inguérito.

hitp: imarbi Amequery.comfindex.php/admin/p v/ safindex/surveyid/193358 8/8
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