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ultimorbidity is defined as the cooc-

M currence of two or more chronic con-
ditions, and is sometimes described

similar to complex care, or in reference to
“medically complex patient populations.”?
Across multiple health care settings and a
wide range of populations, a small number of
patients account for the majority of health care
expenditure. In the United States, almost 50%
of the spending is by 5% of the population.?
Patients incurring these high costs have more
chronic conditions and a higher rate of com-
plex and severe conditions. Stated from the
patient’s perspective, multimorbidity refers to
people who have long-term conditions, living
with multiple health conditions and having
multiple health needs.? People with multi-
morbidity have complex care needs* and are
high utilizers of medication, primary care vis-
its, multiple specialist visits, emergency room
visits, and hospitalizations.? Rates of multimor-
bidity are increasing* and will be important
for family physicians of the future to address.
Patients with multimorbidity have a high
risk of mortality and poorer quality of life.*
More than 50% of people who are age 65 years
or older have multimorbid conditions.! Mul-
timorbidity increases with age, yet the total
number of individuals with multimorbidity is
greater in those who are less than 65 years
of age than above age 65, with multimorbid-
ity occurring 10-15 years earlier in those who
are socioeconomically deprived. Mental health
disorders are more prevalent as the number
of physical morbidities increases and are more
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prevalent in more deprived than less deprived
people.®’

A systematic review of care received in the
Veterans Administration (VA) system in 2010
suggests that specialist coordination, medica-
tion reconciliation, elimination of redundant
testing, self-management support, and incorpo-
rating patient preference and functional abil-
ity when developing care plans is necessary
in managing patients with multiple chronic
conditions.? Primary care clinicians are consid-
ered by the World Health Organization primer
on multimorbidity to be best situated to meet
these challenges.® Family physicians provide
comprehensive, coordinated, and person-cen-
tered care over a period of time to a defined
population; this family- and community-ori-
ented care leads to natural expertise in com-
plex care and management of multimorbidity.
Family physicians may use consultants for as-
sistance with specific organ system-focused dis-
eases, yet it is the family physician who can
put the whole picture together, whether man-
aging and reconciling medications, address-
ing the behavioral aspects that affect health,
or helping connect patients to resources they
need in their homes. Addressing patients’ mul-
timorbidity needs must be embedded in family
medicine residency training.
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What Does Multimorbidity

Care Look Like?

Care of patients with multimorbidity requires
both comprehensiveness—the ability to consid-
er and manage a broad range of problems—
and continuity—the relationship that creates
a deeper understanding needed to manage a
patient’s unique complexity. Multimorbidity
care naturally occurs in multiple settings—
office/clinic, inpatient, skilled nursing facility,
home care, and more. Patients with complex
medical problems are the ones who most need
care in different settings. One aim is to help
patients and families manage their health to
minimize the need for hospitalization and/or
emergency department care, which also helps
curb healthcare costs. However, when a patient
does require hospital or emergency department
care, managing the transition of care out of
these settings is important to prevent future
readmissions and emergency department visits
during this fragile time for the patient. Care
management services with communication
with the patient or caregiver within 2 busi-
ness days after discharge and a primary care
follow-up visit with interprofessional team sup-
port can improve care and lower costs.? This
highlights that the comprehensive continuity
care delivered by family physicians as part of
an interprofessional team ensures the patient’s
needs are met.

Patient-centered team-based care, includ-
ing integrated behavioral health, care coor-
dination, health educators, pharmacists, and
other health professionals, has increased over
the past few years, especially in advanced
payment care models. Where practices are

too small for comprehensive coordinated care,
knowledge of community resources for patient
referrals serves a similar function. In large or
small settings, family physician practices must
form networks with community partners to
reduce disparities and improve access. As pa-
tient populations age and the number of con-
ditions contributing to multimorbidity rises,
family physicians need expertise in population
health, learning to use robust data to man-
age patient panels. Patient risk stratification,
based on multimorbidity data, will help family
medicine practices identify patients at high-
est risk for whom proactive care coordination
and connection to community resources could
prevent multimorbidity complications. Family
physicians must be able to provide equitable
health care for all patients and be prepared
to have meaningful discussions about quality
and goals at the end of life. Family medicine
practices must engage and activate patients,
their family members, and their caregivers to
be active partners in promoting health and
improved outcomes. The ultimate aim is im-
proved health care, improved health outcomes,
and lower costs.

What Does Residency Training

in Multimorbidity Look Like?

Family medicine residencies need to take the
responsibility to deliberately train the fam-
ily physicians of the future to be experts in
tailored, patient-centered care approaches for
people with multiple conditions. Table 1 lists
elements of training needed to address multi-
morbidity, including how residents will learn.
Addressing complex patient needs should be a

Table 1: Multimorbidity Training Elements

Tr“;'l"l:lt:;“;':'ﬂ;‘i’ﬂ Relationship to Multimorbidity How Residents Will Learn
Practice in high-functioning
High-functioning Whole-person care to address env1ronmen.t: vv.hole-person. care
practice multiple morbidities approach with interprofessional
teams in a value-based payment
system
e Perform a thorough interaction
assessment of the patient’s
Comprehensiveness - . conditions, treatments,
o Ability to manage multiple o
(condition conditions simultaneous constitution, and context
management) Y e Prioritize health problems, taking
patient’s preferences into
account
Comprehensiveness Ability to manage multiple zzz:li)effﬁ:‘e}:;ls nll,:l; lt 1ﬁ1§rt;}i7£esf;cfili ¢
(location-based) conditions in multiple care sites home, etc) » NOSPILas, g %

(Continued on next page)
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Table 1: Continued
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Multimorbidity
Training Element

Relationship to Multimorbidity

How Residents Will Learn

Continuity (resident

Repeated relationship to understand
patient’s unique complexity, to

Manage assigned patient panel with
a mix of patients at different risk-

perspective) . stratification levels and follow those
provide whole-person care . . . .
patients in multiple care sites
Continuity (patient Trusted relationship with the health | Repeat visits over time to help
perspec tix?;)p care team to define and attain goals | patients refine and attain their care

of care

goals

Team-based care

Access to behavioral health care
coordinators, health educators,
pharmacists, other health
professionals

Help to lead, build, support
and optimize the work of an
interprofessional team

Transition of care

Attention to health care needs

at fragile transition times by an
interprofessional team shortly after
discharge

Participate in transition of care for
their continuity patients with team-
based support

Care coordination

Care connected to health system
and community resources

Participate in team-based care with
care coordinators

Technology

Enhances access and communication

Manage assigned patient panel
through use of telehealth, patient
portals, smartphone apps, resource
and patient management systems

Point-of-care and
evidence-based tools

Enhanced information for decision-
making

Utilize real-time point-of-care tools
to assist in information mastery

Shared decision-
making

Support patients and families with
complex needs, including care goals
and end-of-life decisions

Communicate options to patient,
family, other caregivers; identify care
goals with patient

Patient and family
activation

Support patients with complex
needs

Individualize patient management
according to patient and family

goals; communicate and connect to
resources with team-based support

Data management

Use of data to identify high
risk populations and conditions
and opportunities for quality
improvement

Utilize patient care data to analysis
and improve care of patient panel

Patient risk

Data and tools to identify higher

Manage patient panel, reach out
to higher risk patients with team-

stratification risk patients based support
Population Data and resources for outreach to Manage pat'1ent panel t.hrough

. . . data analysis, community resource
management highest risk populations

connections and team-based support

Practice quality
improvement

Improve the processes to assist
complex patients

Analyze data, conduct plan-do-study-
act cycles

Address health equity
in community

Address root causes of
multimorbidity

Analyze community data, identify
needed changes to increase equity

Community outreach

Help define community health goals

Become acquainted with the
community and advocate for
resources

Prevention of
chronic diseases and
complications

Reduce multimorbidity

Identify how community, adverse
childhood events, racial disparities,
mental illness and addiction
intersect and advocate for changes

Advanced payment
and care delivery
systems

Resources for team-based care and
population management available,
cost containment

Participate in advanced care practice
environments
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significant focus of family medicine residency
training and practice, with team-based sup-
port. Instead of patient encounters alone, resi-
dent experience should be measured by patient
panel management, with patients from a mix
of risk stratification levels, cared for by the
resident in multiple care sites according to the
patient’s needs. The concept of patient encoun-
ters should be broadened to provide increased
continuity and access through telehealth, pa-
tient portals, asynchronous communications,
and other resource and patient management
systems. Residents who learn optimal rates
and indications for referrals and to minimize
polypharmacy will be learning habits lead-
ing to improved care and lower costs in their
patient populations for decades to come. To
successfully manage patients with multimor-
bidity, the fundamental skills residents must
learn are to assess potential interactions of
the patient’s chronic conditions, elicit patient
priorities and preferences, and individualize
patient management.>1°

Residents need training in high-func-
tioning practice environments. Many of the
practice building blocks designed by Boden-
heimer and colleagues align with the principles
needed to treat patients with multimorbid-
ity, including comprehensiveness and care co-
ordination, team-based care, and population
management.!! While family medicine resi-
dency training should continue to be primar-
ily ambulatory, to provide the best continuity,
residents must be trained to deliver care in
multiple sites, from office to hospital to home,
and more. Additionally, to tackle the challeng-
es of multimorbidity, residents must become
experts in managing costs and functioning in
advanced payment/delivery systems.

Beyond care for individuals with multimor-
bidity, residents need to understand the popu-
lation they intend to serve, learn to help define
health goals for their community, and connect
patients to community resources for healthier
living. Prevention of chronic disease and pro-
motion of wellness to prevent multimorbidity
should be incorporated into the resident’s prac-
tice. To understand the complexity and root
causes of multimorbidity, residents must learn
how community, adverse childhood events, ra-
cial disparities, mental illness, and addiction
intersect.

In conclusion, the US population has be-
come sicker and health care much more ex-
pensive. Family physicians, as trained experts
in the four C’s of primary care—first-contact
care, continuity, comprehensiveness, and
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coordination of care'>—are particularly well
positioned to address the challenges of mul-
timorbidity, the complex care of people with
multiple chronic conditions. When the next
generation of family physicians are taught
to be part of the solution to multimorbidity
management through whole-person and in-
terprofessional team-based care, they will be
leaders in efforts to improve health care, im-
prove health, and lower costs.
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