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The CHRODIS PLUS Joint Action

CHRODIS PLUS is a three-year initiative (2017-2020) funded by the European Commission and participating
organisations. Altogether, 42 beneficiaries representing 20 European countries collaborate on
implementing pilot projects and generating practical lessons in the field of chronic diseases.

The very core of the Action includes 21 pilot implementations and 17
policy dialogues:

e The pilot projects focus on the following areas: health promotion &
primary prevention, an Integrated Multimorbidity Care Model,
fostering the quality of care for people with chronic diseases, ICT-
based patient empowerment and employment & chronic diseases.

e The policy dialogues (15 at the national level, and 2 at the EU level)
raise awareness and recognition in decision-makers with respect to
improved actions for combatting chronic diseases.

A heavy price for chronic diseases: Estimates are that chronic diseases cost EU economies €115 billion or
0.8% of GDP annually. Approximately 70% to 80% of healthcare budgets across the EU are spent on treating
chronic diseases.

The EU and chronic diseases: Reducing the burden of chronic diseases such as diabetes, cardiovascular
disease, cancer and mental disorders is a priority for EU Member States and at the EU Policy level, since
they affect 8 out of 10 people aged over 65 in Europe.

A wealth of knowledge exists within EU Member States on effective and efficient ways to prevent and
manage cardiovascular disease, strokes and type-2 diabetes. There is also great potential for reducing the
burden of chronic disease by using this knowledge in a more effective manner.

The role of CHRODIS PLUS: CHRODIS PLUS, during its 36 months of operation, will contribute to the
reduction of this burden by promoting the implementation of policies and practices that have been
demonstrated to be successful. The development and sharing of these tested policies and projects across
EU countries is the core idea driving this action.

The cornerstones of CHRODIS PLUS: This Joint Action raises awareness of the notion that in a health-
promoting Europe - free of preventable chronic diseases, premature death and avoidable
disability - initiatives on chronic diseases should build on the following four cornerstones:

e health promotion and primary prevention as a way to reduce the burden of chronic diseases

e patient empowerment

e tackling functional decline and a reduction in the quality of life as the main consequences of chronic
diseases

e making health systems sustainable and responsive to the ageing of our populations associated with
the epidemiological transition
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Abbreviations
ACIC Assessment of Chronic lliness Care
CD Chronic Disease
EU European Union
IMCM Integrated Multimorbidity Care Model
ISS National Institute of Health, Italy
JA Joint Action
LIWG Local Implementation Working Group
MS Member States
NCDs Non Communicable Diseases
PACIC Patient Assessment of Care for Chronic Conditions
SWOT Strengths, Weaknesses, Opportunities, Threats
WP6 Work Package 6: Pilot Implementation of Integrated Multimorbidity Care Model
Glossary
Term Definition
Chronic diseases Diseases that are not passed from person to person. They are of long
duration and generally slow progression. The four main types are
cardiovascular diseases (like heart attacks and stroke), cancers, chronic
respiratory diseases (such as chronic obstructed pulmonary disease and
asthma), and diabetes. !
1 WHO 2018
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Executive Summary

1.Aim and scope of the report

An Integrated Multimorbidity Care Model (IMCM) was proposed by the first CHRODIS Joint Action (JA), which
aims to overcome many of the issues related to fragmented care. The Model focuses on several limitations
currently faced in the treatment of multimorbid patients. It recognizes that fragmented care may be due to
a lack of integration between primary and hospital care services as well as between healthcare professionals

from different specialties or disciplines. The IMCM, therefore, proposes sixteen components for the care and
treatment of multimorbid patients. These components are categorized into five domains: Delivery of Care;
Decision Support; Self-Management Support; Information Systems and Technology and Social and
Community Resources. This theoretical model has been tested in WP6. More specifically, a methodology to
implement the IMCM was developed (as reported in D6.1) and implemented in five pilot sites from Spain
(Region of Andalusia and Region of Aragon), Lithuania (Vilnius University Hospital Santaros Klinikos, VULSK,
Vilnius and Kaunas University Clinic, Kauno Klinikos, Kaunas), and Italy (Universita Cattolica del Sacro Cuore,
UCSC, Rome). The five sites were required to implement at least one component from the IMCM proposed
by JA-CHRODIS, which proposed 16 components and each pilot site defined key performance indictors to
measure the success of the respective interventions). Based on local experience and knowledge, participating
sites adapted the IMCM to the specific characteristics of their local health care setting and developed country
specific model versions, fully adapted and specified for local implementation.

2.Major Results of the Implementations

Although the implementation period has been short (one year on average), the following main benefits can
be highlighted for:

Benefits/improvements for patients/participants/citizens:

e Patients’ self-perceived health care provision (PACIC questionnaire) improved, and most patients
reported an improvement in quality of care after the intervention.

e Improvement in site specific key performance indicators, including unplanned potentially
preventable hospitalizations, emergency room admissions, andquality of life was also documented.

Benefits/improvements for service providers/institutions:

e Use of resources was optimized, resulting in reduced use of health care resources (reduction in the
number of visits to primary healthcare and number of emergency room and hospital admissions)

e Access to care was facilitated and care was better coordinated. The number of patients dropping out
from the care process was reduced.

Benefits/improvements for Stakeholders and Policy Makers:

e A methodology to implement integrated care solutions for patients with multimorbidity was
developed and tested in 5 pilot sites. This shows that with appropriate methodology and training,
healthcare solutions can be standardized in different European countries and in different settings.

e The application of the IMCM can result in better care, reduced resource use, and improvement in
patient outcomes.

3.Conclusions and Recommendations

Potential impact/value on the population targeted (if scaled up)
e Wider benefits for outcomes of patients with multimorbidity
e Improved coordination of care
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e Optimization of available resources
e Definition of a common framework for the care of multimorbidity that can be implemented on a
large scale
Comprehensive Assessment/Key limitations

Results of the implementation show:
1. The applicability of the IMCM in different settings and countries
2. An improvement in quality of care from the perspective of the patient, healthcare providers, and
managers, which was reported consistently in the 5 pilot sites.
3. The feasibility of a comprehensive approach to multimorbidity care which is achieved with limited
resources and by a reorganization of existing resources.
Key limitations include the small scale implementation of the intervention and the lack of a cost-effective
evaluation of the intervention
Suggestions for future Implementations, Sustainability and Replicability/Transferability of the IMCM.:
1. Based on the evidence from D6.2 implementation review and update of national/local Healthcare
strategies and plans for care and management of patients with multimorbidity is suggested. In order

to ensure quality and sustainability of primary health care it is recommended for each Member
State (MS) to review national health strategy sections for treatment of patients with multimorbidity
and complement it relying on science-based methodological pilot implementations (such as case
manager appointment, individual care plan, multi sectoral patient centered approach).

2. IMCM adaptation to local context and pilot scale up is encouraged. Political debate moderated by
the Ministry of health at a national level (in all MS) to support the IMCM adaption to local context,
implementation and encourage the scaling up of the practices, aimed at reducing the burden of
chronic diseases should be organized.

3. Economic evaluation of the impact of scaling up the pilot sites experience is recommended in each
MS. The long-term success of the IMCM intervention need to be further assessed and the economic
evaluation of IMCM pilot implementation across different size and location stakeholders must be
enforced by each MS nationally. Demands of primary healthcare services should be reviewed by each
MS and modified considering pilot implementation findings.

4. A fine tuning of the IMCM can be proposed by a more pronounced involvement of patients in the
development and by a detailed identification and targeting of barriers/opportunities related to
implementation
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Section 1 - Introduction
The challenge of Multimorbidity

Multimorbidity is the co-occurrence of multiple chronic diseases or conditions in a single individual. It has
been described as the most common chronic condition as it has a high prevalence, especially in older
individuals, where it affects more than 60% of people aged 65 or over (1). Multimorbidity patients are
complex, particularly because they are more likely to have problems with mobility, self-care, and daily
functioning than patients with one chronic disease, as well as cognitive impairment and frailty (2). This often
results in a more challenging healthcare treatment. Many healthcare systems still focus on a more traditional
disease-oriented approach. Consequently, multimorbidity patients frequently experience fragmented care
(3, 4), and receive complex drug regimens and polypharmacy, which increase the risk of inappropriate
prescribing, adverse drug reactions, and poor medication adherence (5).

The Integrated Multimorbidity Care Model

An Integrated Multimorbidity Care Model (IMCM) (6) was recently proposed, which aims to overcome many
of the issues related to fragmented care. The Model was developed as part of Joint Action (JA)-CHRODIS (7)
and focuses on several limitations currently faced in the treatment of multimorbid patients. It recognizes that
fragmented care may be due to a lack of integration between primary and hospital care services as well as
between healthcare professionals from different specialties or disciplines. Currently, although many
healthcare professionals are well trained to manage single chronic diseases by following official guidelines
for specific chronic diseases, they are not specifically trained to handle patients with multimorbidity. They
also may be inexperienced in terms of adopting patient-centered care or shared-decision making that takes
into account the patient’s preferences, needs, and expectations. The IMCM, therefore, proposes sixteen
components for the care and treatment of multimorbid patients. These components are categorized into five
domains: Delivery of Care; Decision Support; Self-Management Support; Information Systems and
Technology, and Social and Community Resources. After development it was important to establish whether
the model could be applied to different clinical settings in different European countries in order to establish
the feasibility of local replicability.
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Section 2 - Methods

Pilot Implementation of Integrated Multimorbidity Care Model

@ CHRODIS+

JA CHRODIS PLUS aims to support European MS through the implementation of cross-national policies and
practices with demonstrated success to reduce the burden of chronic disease identified in JA CHRODIS. One
of the main objectives of JA CHRODIS PLUS is to develop a methodology to implement the IMCM, described
above (the 16 core components of the care model are illustrated in Table 1, with examples to describe each
element). This process lead to the definition of a framework for the care of patients with multimorbidity,
based on the key principles proposed by the IMCM, that could potentially be adapted and applied in local
practices in European countries (6). Such a methodology needed to be assessed in terms of its effectiveness
on clinical and process outcomes.

Table 1. Description of the 16 components of the Integrated Multimorbidity Care Model, with examples for

each element.

Regular comprehensive
assessment of patients

Multidisciplinary, coordinated
team

Professional appointed as
coordinator of the
individualized care plan (“case
manager”)

Individualized care plans

Decision support

Implementation of evidence-
based practice

Training members of the
multidisciplinary team

Developing a consultation
system to consult professional
experts
Self-management

support
Training of care providers to
self-management support

Providing options for patients
and families to improve their
self-management

Shared decision making (care
provider and patients)

At first examination and follow-up visits, patients should be assessed using standardized
assessment tools where possible, along with a clinical interview.

The patient should have access to multidisciplinary care both in terms of different professionals’
roles(nurses, physicians, physiotherapists, social workers etc.), different levels of care (i.e.,
primary care, outpatient specialist care, hospitals), and different disease specializations.

A named case manager should be appointed who can act as coordinator between the patient
and/or caregivers/family and members of the multidisciplinary team to manage care, actively
linking the patient to providers, medical services, residential, social, behavioral, and other
support services in the most effective way

Individualized, coordinated, and integrated plans for the treatment and long-term follow-up of
patients should be developed based on the comprehensive assessment by the multidisciplinary
team, including a patient-centered approach that considers the preferences of the patients, and
the prioritization of a cross-disease, holistic approach, which includes targeting symptoms,
functional ability, quality of life, desired patient out-comes etc.

Healthcare providers should implement a flexible application of disease-specific evidence based
guidelines, with consideration of polypharmacy, disease interactions, and drug—drug
interactions.

Training should focus on a combination of the following themes: comprehensive assessment,
multimorbidity and its consequences, health outcomes, adverse effects and interactions of drugs,
use of technologies, implementation of individualized care plans, goal setting, working effectively
as a team, communication, training in the critical appraisal of knowledge and evidence-based
knowledge, patient-centeredness, patient empowerment,and self-management

A consultation system should be developed, to discuss patient care and treatment with other
professional experts and specialists outside the core team (e.g. highly specialized medical
specialists, and/or clinical psychologists with specific expertise, e.g. cognition, frailty).

This should include encouraging and supporting patients to increase their health literacy, as well
as tailored health promotion and prevention strategies.

This can include offering multiple approaches (e.g. online courses, group-based courses,
individualcounseling; dependent on patients’ preferences and competencies) to strengthen
patients’ self-management and self-efficacy, including explaining their diagnoses and medical
conditions, providing information on medication use, and training patients to use medical
devices, supportive aids, and health monitoring toolscorrectly (e.g., blood pressure, glucose
monitoring tools).

Health care professionals should include the patient (and, where relevant, family and other
informal caregivers) in making decisions about their care and treatment, including identifying
their individual needs and deciding future goals and outcomes.

pag. 11
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Information systems
and technology

Electronic patient records and
computerized clinical charts

Exchange of information
between care providers and
sectors by clinical information
systems

Uniform coding of patients’
health problems where
possible

Patient-operated technology
allowing patients to send
information to their care
providers

Social and community
resources

Supporting access to
community- and social-
resources

Electronic patient records and computerized clinical charts should be utilized, including any
electronic technology used to enter data and manage patients’ care, to keep track of medical
history, diagnoses, symptoms, hospital visits, health care utilization, care needs, medications etc.

Different care providers should share information about a single patient, preferably using
standardized tools and similar diagnostic systems.

The same classification system should beused to evaluate and record symptoms, diagnoses,
medication, patient-reported outcomes, individualized care plans, and aspects of health care
utilization between nurses, physicians, and other careproviders.

This cuold include technology tailored to the patient’s needs which allows healthcare
professionals to view, monitor, and react to information directly from patients via th etechnology
(e.g., glucose levels, blood pressure etc.), to compliment face-to-face meetings.

Improving and supporting patient access to formal community-based resources, e.g., formal
social care, patient associations, peer-support groups, and resources providing psychosocial
support (e.g., home help, transportation).

& CHRODIS+

Involvement of social network
(informal), including friends,
patient associations, family,
neighbors

Building, supporting, and involving the patient’s informal social network, including family,
friends, patient associations, and neighbours with their treatment or care, and finding ways to
increase their social support network.

In the context of JA CHRODIS PLUS an implementation methodology was developed, which was piloted in
five sites in Spain, Lithuania, and Italy, where the model was adapted and implemented according to local
practices.

Survey to evaluate characteristics of the pilot sites

At the start of the project a survey was designed to assess characteristics of the five organizations that would
be participating in the implementation. JA CHRODIS PLUS partners designed a questionnaire that aimed to
collect information about the organizations and their planned care model programmes, across six
dimensions: 1) General information; 2) Delivery of care and decision support; 3) Patient self-management; 4)
E-health; 5) Community resources; and 6) Practice/Program Assessment. After development of the
guestionnaire, an online version was made accessible partners. The survey was used to identify common
characteristic of the five pilot sites as well as to explore differences in features.

Patient risk stratification strategies

Pilot sites were asked to adopt a risk stratification process to ensure that care coordination would focus on
patients who would benefit the most, thus maximizing the impact on both quality and costs. Risk stratification
is defined as a systematic process to target, identify, and select patients who are at risk of poorer health
outcomes, and who are expected to benefit most from an intervention. The process groups the population
according to different risk levels and needs based on how likely people are to use services and resources.
Risk stratification also allows an increase in detection rates and the identification of practices where
improvement is necessary.

Definition of a risk stratification approach was based on the following steps:
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e Define a target cohort of individuals at risk of poorer health outcomes that are considered a priority
for targeting with different or additional interventions

e |dentify individuals within the target cohort. This is achieved through manual or automated
searching of routinely collected clinical and demographic data held in electronic databases using a
standardised set of risk predictors.

e Select individuals, to match their needs to the most appropriate integrated care interventions, and
envisage resources needed.

Risk stratification strategies were proposed as processes to target, identify and select patients who are at
risk of poorer health outcomes, and who are expected to benefit of their intervention. Among the five
pilots in WP 6 two used individual stratification approach whereas other two used a population based
stratification to identify and select candidate patients for their intervention. One of the did not recognise
its approach as formal, as it does case identification and selection based on the clinician training,
knowledge, instinct and experience.

The most commonly used method was based on rules-based threshold and pre-established decision criteria
that describe a high-risk patient. Precise inclusion criteria were used, including clinical diagnosis and
parameters, functional status, health services utilization and/ social needs. The dimensions most commonly
used were diagnosis, severity, patient-level clinical requirements and some specific characteristics
(functional health status, pain, social/emotional support, activities of daily living, frailty, cognitive status
and others) Only one relies only on non-explicit clinicians decision. All five programs used the described
methods to identify, select and assess clinical requirements.

Implementation strategy

A common implementation strategy was developed for all the implementation pilot sites, which aimed to
provide guidelines to facilitate the uptake of routine good practices, policies, and tools that wouldl later be
implemented during the interventions. This implementation strategy was designed by JA CHRODIS PLUS
coordinators, partners, and other dedicated experts.

Each of the five sites had a Local Implementation Working Group comprised of beneficiaries, collaborative
partners, and local stakeholders. Although the composition of the Local Implementation Working Group
could differ between sites, all of them had to include a core set of persons in the team, specifically: Organizer,
Experts, Decision Makers, Front Line Stakeholders, and Implementers, see Table 2. The working groups
involved four face-to-face meetings (when this was not possible, online meetings were held) of 2-3 hours’
duration with specific tasks for each meeting: 1) SCOPE analysis; 2) SWOT analysis; 3) development and
improvement of methodology; 4) final development of the Pilot Action Plan, see Figure 1.
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Table 2. Local Implementation Working Groups; core set of participants and their relevant tasks and

responsibilities.

e QOrganizer

o Plan, prepare, chair and run the group workshops

o Run the secretariat (prepare agendas and minutes)

o Write reports
e Experts

o Provide knowledge and faculty on specific matters depending on the intervention selected
e Decision makers

o Provide strategic vision

o Support and sponsorship of the implementation process

o Eliminate bottlenecks during the implementation process
e Front-line stakeholders

o Give knowledge and expertise on real-life practice experience

o Choose the right type of subject to implement

o Motivate and empower implementers

o Equip and support implementers to deal with the implementation
e Implementers (could be same individuals as the front-line professionals)

o Implement the intervention following the agreed plan

o Continuously assess the implementation process

o Provide input and feedback to the local implementation group
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3

. COLLABORATIVE METHODOLOGY
; Baseline phase

PILOT ACTION PLAN

Figure 1. Implementation phases conducted by the Local Implementation Working Groups.

Implementation strategy step 1: SCOPE analysis

During the SCOPE analysis each Local Implementation Working Group selected the specific features or
elements of their planned intervention (i.e., the IMCM), which were identified according to local needs,
interests, and capabilities. A structured group discussion was used. Though the criteria for defining the SCOPE
could differ between sites, they generally followed 5 steps: 1) Identify and describe the problem/challenge;
2) Describe the general purpose of the intervention; 3) Describe the target population; 4) Analyze the
intervention’s components and identify the central features that are essential to achieve the desired results
and; 5) Select the components that would be implemented in the IMCM.

Implementation strategy step 2: SWOT analysis

Situation analysis — “strengths, weaknesses, opportunities, threats” (SWOT) was used to identify the
respective organizations’ internal strengths and weaknesses, as well as external opportunities and threats.
SWOT is designed to help with both strategic planning and decision making in relation to the planned
intervention. SWOT was chosen as a tool because it is a structured method that is comparable. This allowed
us to compare the different analyses from the five sites.

pag. 15
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During the SWOT analysis the working groups considered the strengths, weaknesses, opportunities, and
threats to their proposed IMCM across five dimensions: 1) Sustainability; 2) Organization; 3) Empowerment;
4) Communication and; 5) Monitoring and evaluation. A template was devised to facilitate discussion. All
five sites prepared a matrix that presented the most important strengths, weaknesses, opportunities, and
threats for their organization, with an overview of major issues, priorities, and strategic actions needed.

Implementation strategy steps 3 and 4: development and improvement of methodology & final
development of Action Plans

The methodology was developed and improved by the five Local Working Groups during the face-to-face
meetings, leading to the development of an Action plan, which provide a concrete set of steps and activities
that would need to be carried out in order to implement their respective care models. An adapted version of
the iterative cyclic nature of the Collaborative Methodology (8) was used for drafting the local Action Plans.
According to this methodology, the Working Groups addressed three main questions: 1) What are we trying
to accomplish? 2) What changes can we make that will result in a successful implementation of the IMCM
and improvement? 3) How will we know that a change is an improvement? These questions were used to
develop a concrete Action Plan, which was devised in five steps (see Table 3).

Table 3. Five steps used to define Action Plans for the IMCM

Identify the specific issues to work on

The central features or elements of the intervention were already selected during the definition of the
SCOPE. These included components of the Integrated Multimorbidity Care Model (6)

Detect improvement areas
Based on the SWOT analysis, the working groups identified specific areas for improvement.
Define specific objectives

According to the improvement areas detected, the working groups developed achievable and realistic
objectives.

Develop the Change Package

Based on the improvement areas and the associated objectives, concrete activities were described in a
“Change Package”, which included a set of changes that could lead to improvement and successful
implementation of IMCM during the Implementation Phase. Each objective defined in the previous step
required at least one activity.

Set key performance indicators

Key performance indicators were defined to ensure that the expected impact of the interventions could
be accurately measured. Depending on the site, the indicators could either be health-related outcomes,
process indicators, or both. The targets had to be achievable and measurable. Existing data was chosen
to measure progress.
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Description of the pilot sites

The IMCM was implemented in five pilot sites from Spain (Region of Andalusia and Region of Aragon),
Lithuania (Vilnius University Hospital Santaros Klinikos, VULSK, Vilnius and Kaunas University Clinic, Kauno
Klinikos, Kaunas), and Italy (Universita Cattolica del Sacro Cuore, UCSC, Rome).

1 2 3 4 5
SITE: Andalucia, SITE: Aragon, SP SITE: Rome, IT SITE: Vilnius, LT SITE: Kaunas, LT
SP .
SETTING: SETTING: SETTING: Primary SETTING: Primary
SETTING: Primary Primary Care Hospital care/Hospital Care/Hospital
Care :
SCALE: Regional SCALE: Local SCALE: Regional SCALE: Regional
SCALE: Regional
e FOCUS: FOCUS: Pts. FOCUS: CGA, FOCUS: CGA,
FOCUS: Education, education, Case Case Manager, Case Manager,
Individualized Continuity of Management, Individualized Individualized
Care Plans Care Technology, CGA Care Plans, pts. Care Plans
education

As described in the method section, a survey was carried out at the start of the project to identify
characteristics of the participating centers before the implementation of the IMCM. Results of the survey
revealed some common goals for the five pilot sites such as the aims to increase multidisciplinary
collaboration, promote evidence-based practice, and reduce inequalities in access to care and support
services. A summary of some of the key features is illustrated in Table 4. Most of the implementers
considered it important to involve GPs and nurses in delivering care to patients; indeed, the majority of
patients were identified via primary care settings. In all cases the main care providers were either GP
physicians or nurses (or they were involved in the multidisciplinary meetings). Case managers were
appointed in the majority of interventions (usually a physician), and many also included a social worker as
part of the core multidisciplinary team. All five sites reported that their patients would undergo
comprehensive assessment at the start and end of the integrated care process, but few included a regular
periodic assessment in-between. Most of the programs reported some key common characteristics of the
intervention and services; patient education, follow-up visits, and referrals between medical specialties were
reported by all five sites, and clinical (diagnostic/monitoring) tests in 80%. However, other characteristics of
the intervention and services differed somewhat between settings.

Most sites reported use of technology in their interventions. For example, 80% offer E-Health services, and
half of the multidisciplinary team meetings were conducted virtually. All five sites report using digital
healthcare communication tools; these were mostly e-referral but other aspects like virtual conferences with
patients and online appointment schedules were reported. Three quarters of the sites had electronic systems
for registering/monitoring care processes, and all used Electronic Health Records. However, none of the
programs used electronic decision support systems. The survey also highlighted some noticeable absences,
especially in terms of community and social resources. In fact, only one site reported that they directly
support patients in accessing community and social resources.
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Components in the planned interventions.

The five sites were required to implement at least one component from the 2018 Multimorbidity Care Model
proposed by JA-CHRODIS (6), which included 16 components. Table 5 describes which elements were chosen
to be included in each site’s intervention. Kauno Klinikos implemented 13 of the 16 components and three
sites (Kauno Klinikos, UCSC, and VULSK) included components from all of the five domains. Andalusia’s
intervention focused only on the “individualized care plan” component. Most sites (80%) included regular,
comprehensive assessment of patients, a multidisciplinary team, a case manager, individualized care plans,
and shared decision making between patients and care providers. Only one site (Region of Aragon) provided
training to care providers on supporting patient self-management, while another (UCSC) included patient
operated technologies that allow patients to send information to their care providers.
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Table 4. Characteristics of the five pilot sites.

Region of Andalusia

Country Spain
Patients Patients with
multimorbidity (2+
diseases)
Age
Target number of 200
patients
General aim Assess the application of
individualized care plans
Care coordinator No
/ case manager
Setting Primary healthcare

centres of the
Andalusian Health
Service

Implementation

Region of Aragon
Spain

Complex Chronic Patients
with multimorbidity and
polypharmacy

265 years
200

Educational measures for

healthcare professionals +
patient-centered care

GP / nurse

Different Primary Care
Health Centres

ucsc
Italy

Adults with dementia
or Down syndrome and
multimorbidity

265 years

Improve case
coordination, and
provide patients with a
reference care
provider (+technocare)

Yes

Outpatient clinic

VULSK
Lithuania

Patients with
multimorbidity (2+ diseases)

45-70
200

Implementation of
intergrated care model

Yes

Centre of Family Medicine
(Family Doctor Offices,
Offices of Odontologist of