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•  The	  clinical	  face	  of	  mul)morbidity	  

•  PR1MaC	  

•  PACE	  in	  Mul)morbidity	  



4	  

THE ELEPHANT IN	  THE	  ROOM 

Multimorbidity in primary care: 
Recognizing & dealing with 
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Mr.	  Bouchard	  	  

•  57-‐year	  old	  farmer	  (married)	  from	  a	  rural	  
community	  in	  Eastern	  Quebec	  	  

•  Current	  smoker	  with	  Sx	  of	  COPD	  
•  1998:	  Developed	  osteoarthri)s	  that	  limited	  his	  
mobility	  and	  led	  to	  significant	  weight	  gain	  

•  2009:	  Onset	  of	  type	  2	  diabetes,	  hypertension	  
•  2011:	  Other	  diagnoses:	  Hypercholesterolemia,	  
chronic	  kidney	  disease	  

His	  life	  transformed	  from	  …	  

One	  of	  Independence	  

one	  in	  wich	  he	  spends	  his	  )me	  trying	  to	  
negociate	  his	  way	  

Increasingly	  complex	  &	  fragmented	  
healthcare	  system	  

through	  to	  



8	  

Mr.	  Bouchard	  	  

His	  life	  transformed	  from	  …	  

One	  of	  
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trying	  to	  
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healthcare	  
system	  
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•  1998:	  Developed	  osteoarthri)s	  that	  limited	  his	  
mobility	  and	  led	  to	  significant	  weight	  gain	  

•  2009:	  Onset	  of	  type	  2	  diabetes,	  hypertension	  
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chronic	  kidney	  disease	  
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Ms.	  Tremblay	  

•  61-‐year	  old	  divorced	  housekeeper	  living	  in	  
an	  urban	  community	  in	  Québec	  

•  Moderate	  asthma	  since	  childhood	  
•  1995:	  Developed	  depression	  recurring	  3	  
)mes	  in	  the	  following	  years	  

•  2002:	  Onset	  of	  type	  2	  diabetes	  
•  2005:	  Treated	  for	  a	  colon	  cancer	  
•  2008:	  Hypertension,	  osteoarthri)s	  
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MulKmorbidity	  vs	  comorbidity	  

Long	  -‐term	  
condiKon	  

MulKmorbidity	   Comorbidity	  

Adapted	  from	  Boyd,	  For)n.	  Public	  Health	  Rev	  2011;32:2,451-‐474.	  
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MulKmorbidity	  and	  complexity	  

Mul)morbidity	   Complexity	  

Schaink	  AK	  et	  al.	  Journal	  of	  Comorbidity,	  vol	  2,	  no	  1,	  2012.	  
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MulKmorbidity	  
in	  the	  populaKon	  

Mul)morbidity	  and	  age	  

For)n,	  Stewart	  et	  al;	  Ann	  Fam	  Med	  2012	  Mar;10(2):142-‐51.	  

0	  

10	  

20	  

30	  

40	  

50	  

60	  

70	  

80	  

90	  

100	  

0	   20	   40	   60	   80	   100	  

Pr
ev
al
en

ce
	  (%

)	  

Age	  (yr)	  

Hoffman	  1996	  

Rapoport	  2004	  

Partnership	  2004	  

Cazale	  2008	  



14	  

MulKmorbidity	  in	  primary	  care	  

Mul)morbidity	  and	  age	  

Adapted	  from	  For)n,	  Stewart	  et	  al;	  Ann	  Fam	  Med	  2012	  Mar;
10(2):142-‐51.	  
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Canadian	  demography	  and	  
mulKmorbidity	  
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MulKmorbidity	  
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Prevalence	  of	  mulKmorbidity	  	  
in	  Quebec	  

Source:	  2011	  Commonwealth	  Fund	  Interna)onal	  Health	  Policy	  Survey	  in	  Eleven	  Countries.	  

0%0%

2.7	  million
45%	  of	  the	  adult population
15%	  increase	  since 2005
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MulKmorbidity	  and	  lifestyle	  risk	  factors	  

Haggerty,	  For)n	  et	  al.,	  PRECISE	  study	  
	  

*LF:	  	  smoking,	  alcohol,	  physical	  ac)vity,	  fruits	  and	  veg	  consump)on,	  at	  risk	  BMI	  
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Poverty	  and	  mulKmorbidity	  
In	  Scotland,	  people	  living	  in	  more	  deprived	  areas	  develop	  

mul)morbidity	  10	  years	  before	  those	  living	  in	  the	  most	  affluent	  areas	  

Barne@	  et	  al.	  Lancet.	  2012	  Jul	  7;380(9836):37-‐43	  
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MulKmorbidy	  trajectory	  

15,2%	  

27,5%	  
49,6%	  

7,7%	  

Average-‐li@le	  change	  

Significant	  improvement	  

Li@le	  deteriora)on	  

Significant	  deteriora)on	  

Unpublished	  
data	  

Haggerty,	  For)n	  et	  al.,	  PRECISE	  study	  



23	  

MulKmorbidity	  and	  the	  paKent	  
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MulKmorbidity	  and	  the	  healthcare	  system	  
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þ 	  Mul)morbidity	  is	  the	  rule	  in	  primary	  care	  and	  not	  
limited	  to	  the	  elderly	  

þ 	  Consequences	  of	  mul)morbidity	  are	  numerous	  and	  
some)mes	  drama)c	  

þ Mul)morbidity	  being	  the	  norm,	  it	  calls	  for	  some	  «	  re-‐
thinking	  »	  of	  care	  delivery	  

KEY 
MESSAGES 
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Study	  protocol	  

For)n	  et	  al;	  BMC	  Health	  Serv	  Res.	  2013	  Apr	  8;13(1):132.	  
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TradiKonal	  CDPM	  services	  

SPECIALIZED	  HEALTH	  CARE	  SERVICES	  
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#	  2	  
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#	  3	  

CD	  	  
#	  4	  

Example	  of	  targeted	  CD:	  
Ø  cardiovascular	  disease	  (CVD)	  
Ø  heart	  failure	  	  
Ø  chronic	  obstruc)ve	  pulmonary	  disease	  (COPD)	  	  
Ø  asthma	  
Ø  diabetes	  
	  
aim	  to:	  	  
Ø  reduce	  and	  correct	  modifiable	  risk	  factors	  
Ø  strengthen	  individual	  self-‐efficacy	  
Ø  op)mize	  func)onal	  autonomy,	  biopsychosocial	  balance	  

and	  health	  
Ø  	  support	  self-‐management	  

Services	  offered	  to	  people	  mainly	  aaer	  an	  acute	  
episode	  of	  care	  or	  hospitalizaKon.	  	  
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CDPM	  services	  
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ObjecKve	  

To	  integrate	  and	  evaluate	  CDPM	  services	  at	  the	  point	  of	  care	  in	  
primary	  care	  prac)ces	  	  
	  
Target	  condi-ons:	  diabetes,	  COPD,	  asthma,	  CVD,	  risk	  factors	  	  

	  
The	  evaluaKon-‐specific	  objecKves	  are	  to:	  	  

Ø  measure	  the	  effecKveness	  of	  intervenKons	  among	  primary	  care	  paKents	  
Ø  assess	  the	  implementa)on	  of	  CDPM	  services	  

	  
Design:	  	  

Ø  pragmaKc	  randomized	  controlled	  trial	  
Ø  realist	  evalua)on	  	  
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PATIENT-‐CENTERED	  CARE	  

INTERPROFESSIONAL	  
COLLABORATION	  

INTEGRATED	  SERVICES	  	  MOTIVATIONAL	  
INTERVIEWING	  	  

SELF-‐MANAGEMENT	  
SUPPORT	  

IntervenKon	  
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2	  paKents	  -‐	  1	  profile	  -‐	  	  2	  intervenKon	  plans	  

Diabetes	  
COPD	  
	  

Diabetes	  
Asthma	  

INTERVENTION	  

-‐ 	  Educa)on	  on	  disease	  
-‐ 	  Counseling	  on	  medica)on	  

INTERVENTION	  

-‐ 	  Educa)on	  on	  nutri)on	  
-‐ 	  Educa)on	  on	  physical	  ac)vity	  



Group	  B	  (163)	  
Delayed	  Interven)on	  

Evalua)on	  T2	  

	  
	  	  	  	  	  

Randomisa)on	  

Evalua)on	  T2	  

Evalua)on	  T1	  

Interven)on	  

n=337	  

Withdrawal	  (n=10)	  

n=165	  n=167	  

Withdrawal	  (n=9)	  

n=155	  n=158	  

Group	  A	  (163)	  
Interven)on	  

Results	  
Referral	   n=595	  

Interven)on	  without	  evalua)on	  	  (n=171)	  
Ineligible	  (n=5)	  

Non-‐adherent	  (n=82)	  

Ineligible	  (n=5)	  



33	  

Number	  of	  CD	  

Number	  of	  chronic	  diseases	  
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Domain	  1	  	   Health-‐directed	  behaviour	  
Domain	  2	  	   PosiKve	  and	  acKve	  engagement	  in	  life	  
Domain	  3	  	   EmoKonal	  well-‐being	  
Domain	  4	  	   Self-‐monitoring	  and	  insight	  
Domain	  5	  	   ConstrucKve	  ahtudes	  and	  approaches	  
Domain	  6	  	   Skills	  and	  technique	  acquisiKon	  
Domain	  7	  	   Social	  integraKon	  and	  support	  
Domain	  8	  	   Health	  services	  navigaKon	  

Health	  EducaKon	  Impact	  QuesKonnaire	  (heiQ)	  

40	  ques)ons	  grouped	  into	  8	  different	  domains:	  

R.H.	  Osborne	  et	  al.	  /	  PaJent	  EducaJon	  and	  Counseling,	  66	  (2007)	  192–201.	  

Cronbach’s	  alphas	  from	  0.70	  to	  0.89	  according	  to	  the	  domain;	  ≥0.80	  for	  7	  out	  of	  8	  domains	  
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Unpublished	  data	  
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Ø  The	  effec)veness	  of	  the	  integra)on	  of	  CDPM	  services	  in	  
primary	  healthcare	  was	  shown	  by	  several	  intermediate	  
outcomes	  

Ø  Control	  group	  of	  mo)vated	  pa)ents	  

Ø Need	  for	  further	  studies	  on	  targeted	  groups	  

Ø  Sustainability	  of	  changes	  will	  be	  evaluated	  axer	  12	  
months	  	  

	  

Discussion	  
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þ The	  integra)on	  of	  allied	  professionals	  into	  primary	  care	  
prac)ces	  is	  a	  promising	  interven)on	  	  

þ Pa)ents	  with	  mul)morbidity	  may	  benefit	  from	  this	  
interven)on	  

KEY 
MESSAGES 



PACE in
M U L T I M O R B I D I T Y  

Patient-Centred Innovations for Persons with Multimorbidity 
Moira Stewart, PhD; Martin Fortin MD, MSc, CFPC 

 
	  



TRANSFORM PROGRAMS 

Innovations 

OBJECTIVE 3 

Conduct research on different  
approaches to scaling-up 

(Study 3.1)	  

Quebec 

Ontario 

OBJECTIVE 1 OBJECTIVE 2 

RESEARCH PLAN 

Qualitative: 
Context and process 

 
(Study 2.1) 

IDENTIFY SUCCESSES & FAILURES 

Chronic Care Model 

PC Reform 

Self-Management 

Appropriateness for 
multimorbidity 

Patient-centred 
coordination/ 

Integration/Transition 

Patient-centred 
partnerships between 
patients & providers 

FOSTER SCALING-UP OF INNOVATIONS  

Identification & collection of  
program-level data 

Current CDPM programs  
linked to PC reforms 

 Conduct realist synthesis of 
current programs 

(Study 1.2) 

Environmental scan 
 

(Study 1.1) 

Alignment with promising 
interventions	  

Test of transformed 
innovations	  

Building blocks 

PARTNERSHIP	  

Quantitative:   
Effect on outcomes 

in at least 2 jurisdictions 
(Study 2.2) 
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Our Research Team…  
Thank you 

www.usherbrooke.ca/crmcspl	  
h@p://pages.usherbrooke.ca/crmcspl-‐blog	  

twi@er.com/ChaireRechMC	  

We write, blog and tweet about 
Multimorbidity 


