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Résumé

Introduction : ActuellementJa multimorbidité est au centre des multiples reches étant
donnée le taux de sa prévalence dans la populgdioérale. L'organisation mondiale de la
santé définit la multimorbidité comme la coexisitau moins deux maladies chroniques
chez un méme individu. Cette définition est devesimpliste et inadéquate pour les
meédecins généralistes. L’'European General PraB@search Network (EGPRN) a établi
une nouvelle définition de la multimorbidité, qusteensuite traduite en 10 langues
européennes. La Grece faisait partie des pay<ipamis. L'objectif de cette étude était
d’évaluer quels étaient les criteres de multimatéidreconnus par les meédecins
généralistes grecs afin de savoir s'ils différadmiceux de la définition académique.

Méthode : Des groupes de focus intégrant des médecins gémésalgrecs ont été

pratiqués. Le recueil des données respecte I''gié@ité des caractéristiques comme le
sexe, I'age et l'urbanisation ainsi que la satoratdes données. Le codage ouvert et
thématique a été realisé par deux chercheurs indépés dans une perspective

phénomeénologique.

Résultatsies3 groupes de focus intégraient 19 médecins géntaalgrecs. 472 codes ont
été extraits. La totalité des themes proposée HIN a été retrouvée. Deux nouveaux
thémes étaient identifiés : I'expertise du médeénéraliste et la relation médecin-patient.

Discussion: Tous les themes intégrés dans la définition denldtimorbidité ont été
identifiés par les médecins généralistes grecsxDwmuveaux themes se sont ajoutés.
L'implémentation de la nouvelle définition a comnobjectif d’aider les médecins
généralists grecs d’identifier les patients multimdes.
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Summary

Background The new concept of multimorbidity is the main extijve of a lot of research.
It has a high prevalence in general practice. vhdtbidity is defined by the World Health
Organisation as the co-existence of two or morerghrdisease. This definition becomes
simplistic and inadequate for the general practdéis (GPs). The European General
Practice Research Network (EGPRN) designed a néwitden of multimorbidity, which
was translated into 10 European languages. Greaseowe of the participant countries.
The aim of this study was to ensure that the tofaicsnultimorbidity recognized in Greek
general practice did follow or differ from the aeatlc definition.

Method: Focus group interviews of Greek GPs were carrieg] with heterogeneity in
characteristics such as sex, age and urbanizatiwo.researchers performed the analysis
as an iterative process, based on verbatim trgmscand by applying the technique of
constant comparative analysis. Data collectiongeded until saturation was reached.

Results:Three focus groups were conducted with 19 particigaGreek GPs. 472 codes
were extracted. All the themes designed by the BE®Refinition were identified. Two
new themes regarding the GPs were identified: Gé#Xpertise and Doctor-patient
relationship dynamic.

Discussion:All the definition themes have been recognizedhsy Greek GPs. Two new
themes appeared. The implementation of the newitlef is intended to help Greek GPs
to identify multimorbid patients.
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1.Introduction

The concept of multimorbidity was published for thexy first time in a German
publication. It was an addition to the concept aimorbidity. Feinstein defined
comorbidity as “any distinct additional clinical tég that has existed or may occur
during the clinical course of a patient who has itiadex disease under study’[1]. In
1990 the concept became internationally recognilzemligh research [2]. The progress
of modern medicine has substantially increased d&pectancy and improved the
outcome of previously fatal disease. As a conserpiezhronic medical conditions and
multimorbidity are increasing.

Today, multimorbidity is turning into a major medidssue for both, individuals
and health care providers. Multimorbidity has bekfined by the World Health
Organisation (WHO) as the co-existence of two orarahronic diseases [3] where one
is not necessarily more central than the otherg][4+his definition becomes simplistic
and inadequate [8]. Because there is a lack ofeaggat on definitions of complexity
and not all current definitions include non-medidahensions, this term is considered
challenging. A more holistic definition is required

For that, in 2012, a research team, includingaonal groups (Belgian, French,
German, Greek, Italian, Dutch, Polish, and Spanial)active within the EGPRN,
defined multimorbidity in an academic waylultimorbidity is defined as any
combination of chronic disease with at least anothsease (acute or chronic) or a bio
psychosocial factor (associated or not) or soméditor. Bio psychosocial factor, risk
factor, social network, burden of diseases, healtine consumption and patient’s
coping strategies may function as modifier. Multimdity may modify the health
outcomes and lead to an increased disability oreardased quality of life or frailty
[9],[10]. This new definition helps family physicians (FPs) itlentify multimorbid
patients [9]. Understanding how to manage care @esign the health system for
patients with multimorbidity may lead to improventenn quality of life (QOL),
utilization of healthcare, safety, and mortalityt .1

The simultaneous occurrence of various health problin a given individual,
which is defined as multimorbidity, has becomerbem rather than the exception [12,
13]. A review conducted by Marengoni showed that phevalence of multimorbidity
in the elderly population is as high as 98% [14pwever, this phenomenon is not
confined to elderly populations; its prevalencalso higher than expected for younger
age groups and for both sexes [12, 15].

Multimorbidity has extraordinary importance not pifbr the general population but
also for healthcare systems. It has been showe sbociated with increased mortality
[16], poor functional status [17], lower quality kife [18], overloaded care, especially
at the primary care level [19] but also in the egeacy room [20], and the greater use
of specialized care [21]. Patients with multimortyicaccount for most consultations in
primary care [22]; they present more intercurrerarimdity in doctor visits than
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patients with single diseases [23], and generaitpi@ers (GPs) deal with the majority
of these ‘additional’ patient visits [24].

Many countries encounter major primary care reforetgiiring a holistic approach
for the care of multimorbid patients and multimaiiby care. So, multimorbidity
became a central item for many international retesm. Greece is one of the
participating countries at the European research.

Once having defined multimorbidity, and translated definition into each of the
languages of the national groups, qualitative mebeavas planned. The aim of this
paper was to ensure that the definition is clear wseful for Greek GPs. The research
question was: What are the topics for multimorlyidiecognized in Greek general
practice?

13



2. Method

Study design and participants

Employing a qualitative research design, a studi Wireek GPs was designed, in
order to explore the full range of meaning of tlemaept of multimorbidity for GPs.
New topics about GP’s multimorbidity definition atite added value of the concept,
for Greek GPs was also researched. The multimaybediademic definition (translated
into Greek language) was the model to perform tfayais in a deductive way.

Focus groups interviews with Greek GPs were cawigd- two focus groups were
composed by six GPs and one of seven GPs. An iaeterguide was used to cover
items addressing the research question (Table td)cdnstruction was based on
discussions in research team and a test sessibrjumior researchers and residents in
the university department of general practice. Memthecking to improve validity
was performed informally during focus group sessi@b]. Participants were recruited
among GPs through telephone contact. All GPs caeddn participate and anonymity
and confidentiality were ensured. A senior researramoderates the focus groups. Also,
external open-ended questions, formulated prigh¢ointerview, were asked [26]. All
focus groups interviews were audio taped and futignscribed verbatim. The
participants had the possibility to read the varbaand confirm it. The aim of
clustering together the focus groups interviews tiasgulation [27, 28] to obtain the
GPs different points of view. The number of papasits in each focus group was six to
seven, thereby allowing all GPs to express theiasd

Data analysis

Focus groups interviews were carried out until ds#uration was reached.
Stepwise sampling was performed [29], as in qualgaresearch, sampling, data
collection and analysis typically occur, in andtigre process.

To analyze data a phenomenological perspective agdied [28], using a
grounded theory framework [30]. Firstly, an opadiog to conceptualize the data.
Codes was performed and then connected in an @dahg phase. At the highest level
of abstraction a selective coding was achieveahith the core data led to additional,
related coding.

The first level of multimorbidity codebooks was @om native language. Then
each code was related to one or several identaatepts in the verbatim. The Greek
team translated that level of coding and sent theoFrench team as their first coding
book. Consensus between the French and the Geaekstand validation of codes
were achieved via mail. During the meeting the lficeding book was finalized and
validated. Thematic coding was confronted withdeé&nition of multimorbidity which
was used as concept maps. The concept maps arge tioal allow graphical
representation of concepts and their relationshypa connecting line [31].

14



Table 1: Interview Guide

Interview Guide

1% Question We have described what multimorbidity definition. i€ould you
describe one case of a multimorbid patient that esrfrom your
practice?

2"? Question Do patients need peculiar management?

3% Question How do you identify these patients?

4™ Question How do you feel these patients?

5™ Question These patients are difficult to spot or locate. Whadditional mean
could help you to do so?

"2

3. Results

Sample description

Field work took place from November 2012 to Mar€i2 in Greece at the Health
Center in Chrisoupolis and the Research Methodogyool. Nineteen Greeks GPs
participated at the focus group interviews. Theaeshers presented themselves at the
appointment. A purposive sampling strategy was iagplo ensure heterogeneity in
characteristics such as age, sex, and urbanizatimmg the participants.

Of all 19 interviewed GPs 9 were female and 10 malee mean age of the
interviewed was 38.6 years (range 32-48 years)rdchexistics of the participants are
presented in Table 2.
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Table 2

Characteristics of the 19 participating GPs

Sex
Male 10
Female 9
Practice type
Single 8
Duo or group 11

Urbanisation

Rural area 4
Urbanised rural area 7
Urban area 8
Mean age, years 345
(range) (32-48)

Experience as GP, years
< 10 years 17
> 10 years 2
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Presentation of results

After 3 focus groups data saturation was reachedr Rundred and seventy two
codes were extracted which permitted to identify1dl” academic themes (table 3).
Two more themes were added and presented belable 4.

Table 3: Thematic and axial coding of the resulisesponding to the academic definition

1. Chronic disease Chronic condition/symptoms signs
complaints

Chronic disease

Complexity characteristics of chronic
disease

Acute disease
2. Acute disease Reaction to severe stress and acute
disorders

Demographic risk factor

Lifestyle

3. Biopsychosocial factors and somatic risk factors Patient's beliefs/expectations/culture
Psychological risk factor

Psychosocial risk factor
Socio-demographic characteristics
Somatic risk factor

(Behavioral and psychological) coping
4, Coping strategies
Patient's basic compliance

5. Burden of diseases Disease comorbidity
Disease complication

6. Health care consumption (Multidisciplinary) disease management
Cost of care

Health care

Health care policy

Health care services

Health services/setting/treatment
Malpractice

Management

Medical history

Medical procedure

Pain

Polypharmacy (including polymedication)
Prevention/education/detection
Symptoms/signs/complaints (not pain)

Treatment

Use of caregivers
7. Disability Functional impairments
8. Quality of life Health status

Impairment implications

9. Frailty Frailty

10. Social network Dependence on the network
Family coping strategies
Social isolation

Support from the network

11. Health outcomes Classification of morbidity statistics
Medical research, epidemiology

17



Health outcome

Table 4: New themes and axial codes

Comprehensive approach

FP’s expertise Holistic approach

Intuition/gut feeling

Primary care management

Specific problem solving skills

Patient-doctor relationship dynamics GP's and patient's experience

All themes and codes proposed by the multimorbiddgdemic definition and the
new themes and codes found in this study are ddthilow.

1. Chronic disease

Chronic condition/symptoms_signs complaintghese are represented by “thyroid
illness (without precision)” and “dyslipidemia”.

Chronic diseasesre represented by conditions seen in generalipgac¢tiementia”,
“by-pass”.

Psychosomatic diseasesit was mentioned anxiety and depression “someinvith
symptoms of anxiety and depression”, “somatize”.

2. Acute disease
Acute diseaseefers to “acute urinary tract infection”.

Acute condition/ symptom, signs, complaliks “chest pain”.

Reaction to severe stress and acute disordénsffic accident”.

3. Biopsychosocial factors and somatic risk factor

Psychological risk factor “showing distress” was named.

18



Patient's beliefs/culture/expectationsthey were more worried”.

Lyfestyle -addiction like smoking “smoker of 2-3 cigaretteks per day”.

Psychosocial risk factor “economic level”.

Socio-demographic characteristies‘age”, “* woman”.

Somatic risk factors somatic disorders “obese”.

4. Coping

Patient’s basic compliance- “adherence to treatment”, “she checking her dloo
glucose and pressure on her own”.

Coping strategies “they deny their problems”.

5. Burden of diseases

Disease complicatior it were the consequences of multimorbidity: ‘@®pensated
diabetes mellitus”.

Disease comorbidity “multy-sistemic disease”, “accompanied diabetedlitus”.

6. Healthcare consumption

(Multidisciplinary)Disease management difficulty of follow up “chronic illness
follow up” .

Cost of care- mainly expensive cost of care: “frequent attesitle
Health care— “general practitioners”.

Health care policy -t was mentioned as a solution of the health catey “a small
questionnaire, which would be standardiezed”.

Healthcare services- it consists in collaboration with social workefsollaboration
with the social worker”.

Health services/setting/treatmentupgrade of the primary healthcare services”.

Malpractice— “missed diagnosis”, “routine can lead to misdimg important things”.

Management mainly the management of the patient: “explartim him the treatment,
his lifestyle, his diet”, “to know his life very Wig "follow-up”.
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Medical history— the importance and complexity of medical histofythe patient:
“medical history”.

Medical procedure— it was mentioned the difficulty of managing a ltmoorbid
patient, and the need of equipment: “dealing with &cute first and then with the
chronic condition”, “equipment”.

Pain — follow up: “body aching all over”.

Prevention/education/detection those notions were discussed: “10-15 minutes of
walking”.

Symptoms/signs/complaintécoughing”, “low saturation”.

Treatment- mainly drug treatment: “antidepressants”.

Use of caregivers “pretending to have a headache”.

7. Disability

Impairments— mainly functional impairments as a consequenicenaltimorbidity:
“paraplegic”.

Handicap— view like a “chronic disability”.

8. Quality of life

Health status as perception of the patient condition: “theigratbecomes aware of his
condition”.

Quality of life- as a personal consequence of a lower life quiahel.

9. Frailty

Frailty as a global consequence of multimorbidity: “aged gersistence of the
problem”, “vulnerability”.

10. Social network

Carers protection“relatives, if they do exist”.

Family coping- includes coping strategies adapted or not: ‘jtarand relatives”.

Social isolation- “we rely only on ourselves”.
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Support from the network supporting network: “provide information to tfemily”,
“receiving help from others”.

11. Health outcomes

Classification of morbidity statistics “dealing with the acute first and then with the
chronic condition”.

Mortality — “not to lose a patient”.

Medical research- “filling the gaps”.

12. FP’s expertise

Holistic approach— the medical decision based on different argumerats recurrent:
“trust in his doctor”, "entering inside their honies

Intuition/gut feeling as a factor of detection of multimorbidity: “Hixsense”.

Primary care management“prone to infections”.

Specific problem solving skilsadopting a specific approach of the patientlivéeng
bad news”.

13. Doctor- patient relationship dynamics

FP’s and patient’'s experience The holistic approach of multimorbid patients/esy
complex by its duration of follow up: “indifferepiatient”.
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4. Discussion

Overview of results

The aim of this qualitative study was to identihettopics for multimorbidity in
Greek general practice. It was applied the grourttedry for data analyze. Thematic
coding of the three focus groups led to the idiatifon of all 11" academic themes
already included in the EGPRN definition. In aduditi two more themes were
extracted: GP’s expertise and doctor-patient @tatip dynamics.

Study contribution

At the end of this study we found 13 integratedntbe in the definition of
multimorbidity for Greek GPs. Some academic codegevsuppressed (Psychological
distress, Aging, Physiology, Family history, Asseest, Indicator) as a result of
Delphi consensus. Codes like: Psychosomatic dis€asmplexity characteristics of
chronic disease, Complexity characteristics of aclisease, Demographic risk factor,
Pain, Polypharmacy, Impairment implication were mentioned by the Greek GPs.

Comparing to EGPRN definition, two new themes app#aGP’s expertise and
patient-doctor relationship dynamics.

Strengths and limitations

Information bias

Verbatim codes were validated by interviewed GP®di@y was realized
independently by two researchers pooling of thelltesThe researchers took part in
group workshops which were directed by an EGPRN bagmAll these steps limited
the information bias.

Confusion bias

Focus groups were conducted in Greek language eBemptative examples needed
translation, which may have caused loose of sorfiring. To avoid this effect as
much as possible the translation was performedrimtise English speaker. References
themes and codes were in English as so themati@aaticoding. Sub-codes were in
native language (Greek). An expert translated #rbatim. Some translations could be
imperfect.

Sample characteristics

The selection criteria (sex, practice type, urbaimin, and experience) were
chosen in order to ensure a maximal variation sampl
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Discussion of results

During this lasts years Greece gone through maeynating of modernization and
improvement of national health services [32]. Prynezare is confronted to the largest
deficiency of all Greek health care system [33ledently there is a dual system of
primary health care (PHC): PHC centers and hosaitddulatory services which belong
to the National Health System (NHS) and primaryeaamits that belong to IKA (social
insurance organization). Primary health care predithy the private sector includes
physicians who are under contract with differensurance funds or autonomous
physicians in private practice [34]. Between thaseo providers there is no
coordination and for that the efficiency of PHC vsees gave a very bad press.
Moreover there is no gate keeping system [35]. Ategrated primary health care
system has not been yet established. One of the mason could be the very low
number of GPs compared with specialists — in 20060 f59571 doctors only 1540
(2.6%) were GPs [34].

The costs in primary care are expensive mainly tduthe repetition of tests and
prescriptions as there is no information transfetween the public and private
providers. In urban areas a GP-based network iyetadeveloped while in rural areas
patients refer directly to urban hospitals as therao possibility of a direct passage
between primary and secondary care. For this redaseas found in this study that
disease management for acute Greek patients isdeoes as a national specificity,
especially for emergency room that helps to detedtimorbidity.

Despite of all problems of Greek primary healthecaystem, this study’s findings
show that Greek GP’s considerations are in linehwiteir colleagues from other
participants countries. They believe that a halisfpproach is very important in their
care for patients with multimorbidity. Our studycék the clinical importance of GP’s
expertise concept which has an active contributiboidentify the risk patients and so it
providing the multimorbidity modulation role. Eveday GPs are confronted in their
practice with difficult situations and difficult desion making. Therefore primary care
is very complex and it demands expertise to detmctmanage patients with
multimorbidity. Due to its prevalence multimorbplits routine for the primary care
professionals. Consequently they developed differ@mproach to manage those
patients.

Core competencies of GPs and gut feeling appearcasnplementary tool to the
diagnostic flow chart. Core competencies as thesevaefined by WONCA [36] are
essentials for the management of multimorbid p&tieRrimary care management,
specific problem solving skills, holistic modelingrere frequently named by
interviewed GPs. Person centered care and comsigkeapproach weren't citied. It
was not surprising to observe that community oagah wasn’t named giving the fact
that the study is about multimorbid patients. Tstisdy also highlights the gut feeling
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as an intuition form of non-analytical medical re@aisg, medical decision-making and
medical problem-solving. In general practice, @sashown that this concept is based
on the interaction between the patient informataamd GPs own knowledge and
experience [37].

The concept of doctor-patient’s relationship dynamwasn’t anticipated. However
it is known that communication and GP’s and palseetperience are important for the
management of multimorbidity [38].

Integrating the definition in concept map

In order to a better understanding of definitiomufltimorbidity academic themes
were included in a concept mapidure 1) [31]. Multimorbidity is defined by chronic
disease, acute disease and bio-psycho-social $aatat somatic risk factor. Increased
disability, decreased quality of life and frailtpears as consequences (effects) of
multimorbidity. Those can lead to modificationstbé health status. The bio-psycho-
social factor and somatic risk factor, the socetwork, the burden of disease, using
health care services, and the patient’'s copingtegfies play as modifiers of
multimorbidity and modulator factors. The bio-psgetocial and somatic risk factor
are common to the definition of multimorbidity ambdifiers. GP’s and doctor-patient
relationship dynamic were integrated as modulatotafrs.

There is an active interaction between those faumcepts. The consequences of
multimorbidity are applied retrospectively on muitrbid status itself: a patient with a
chronic disease and hospitalized could decompetisategh this event. Gp’s expertise
and doctor-patient relationship dynamic are acting multimorbidity: core
competencies of GPs and GP’s and patient experendd be regarded as a “support-
tool” to multimorbidity management. Interaction wiultiple disease and medication
demands a careful and coordinated care.
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5.Conclusion

All 11" multimorbidity themes already defined by the kteire systematic review
were identified. Two more themes were added: GRjsegise and Doctor-patient
relationship dynamics.

Multimorbidity for Greece could be defined:

“Multimorbidity is defined as any combination ofrohic disease with at least one
or other disease (acute or chronic) or with bio-gsy-social factors (associated it or
not), or somatic risk factor. Any bio-psycho-sodedtor, any somatic risk factor, the
social network, the burden of diseases, the hezltle consumption, and the patient’s
coping strategies may function as modifiers (ofdffects of multimorbidity) as it also
does the GP’s expertise and doctor-patient relaiop dynamic. Multimorbidity may
modify health outcomes and lead to an increasedbdisy or a decreased quality of
life, or frailty.”

It is highlighting the specific role of the genenalactitioner as the expert of
multimorbidity.

It is not yet known to what extent these findinge eelated to specific primary
care. The current findings can serve as a stapmgt in this respect. More studies are
needed to develop best practice in multimorbidignagement.
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ABSTRACT:

Introduction : The new concept of multimorbidity is the mairjesttive of a lot of research. It has a high premegein general practice. Multimorbidity w.
defined by the World Health Organisation as theekistence of two or more chronic disease. Thisnitefh becomes simplistic and inadequate for theega!l
practitioners (GPs). The European General Praiiesearch Network (EGPRN) designed a new definitbmultimorbidity, which was translated into 1
European languages. Greece was one of the paricjoaintries. The aim of this study was to ensheg the topics for multimorbidity recognized in @ke
general practice did follow or differ from the aeadic definition.

Method: Focus group interviews of Greek GPs were carriet] with heterogeneity in characteristics such as sge and urbanization. Two research
performed the analysis as an iterative proces®dban verbatim transcripts and by applying the niéple of constant comparative analysis. Data cidieg
proceeded until saturation was reached.

Results: Three focus groups were conducted with 19 partitigeGreek GPs. 472 codes were extracted. All lleenes proposed by the EGPRN'’s definit|
were identified. Two new themes regarding the GBeevidentified: GP’s expertise and Doctor-patiefationship dynamic.

Conclusion: All the definition themes have been recognizedttiyy Greek GPs. Two new themes appeared. The imptatien of the new definition is

intended to help Greek GPs to identify multimorpatients.

RESUME:

Introduction : Actuellement,la multimorbidité est au centre des multiples reches étant donnée le taux de sa prévalence dapeplaation généralg.

L'organisation mondiale de la santé définit la rmdirbidité comme la coexistence d’au moins deuxadias chroniques chez un méme individu. C
définition est devenue simpliste et inadéquate pesimédecins généralistes. L'European GeneratiBeaResearch Network (EGPRN) a établi une nou
définition de la multimorbidité, qui est ensuitaduite en 10 langues européennes. La Grece fpaie des pays participants. L'objectif de cétiede étai
d’évaluer quels étaient les critéres de multimdtéideconnus par les médecins généralistes grécsdafsavoir s'ils différaient de ceux de la défon
académique.

Méthode: Des groups de focus intégrades médecins généralistes grecs ont été pratijeéecueil des données respecte I'hétérogénéitéatestéristique
comme le sexe, I'age et 'urbanisation ainsi qusaturation des données. Le codage ouvert et titgrea étéréalisé par deux chercheurs indépendants
un perspective phénoménologique.

Résultats Les 3 groupes de focus ont intégrés 19 médecins géstémbrecs. 472 codes ont été extraits. La tétdlits themes proposée par EGPRN 3§
retrouvée. Deux nouveaux themes étaient identifiéxpertise du médecin généraliste et la relatigdecin-patient.

Discussion Tous les themes intégrés dans la définitiae la multimorbidité ont été identifiés par les ®éds généralistes grecs. Deux nouveaux them
sont ajoutés. L'implémentatiode la nouvelle définition a comme objectif d’aides médecins généralistes grecs d'identifier legpe multimorbids
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