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ANALYSIS

Adapting clinical guidelines to take account of
multimorbidity

Care of patients with multimorbidity could be improved if new technology is used to bring together
guidelines on individual conditions and tailor advice to each patient’s circumstances, say Bruce
Guthrie and colleagues

Bruce Guthrie professor of primary care medicine', Katherine Payne professor of health economics?,
Phil Alderson associate director’, Marion E T McMurdo professor of ageing and health’, Stewart
W Mercer professor of primary care research*

'Population Health Sciences Division, Medical Research Institute, University of Dundee, Dundee DD2 4BF, UK ; 2School of Community Based
Medicine, University of Manchester, Manchester, UK; ®Centre for Clinical Practice, National Institute for Health and Clinical Excellence, Manchester,
UK ; “University of Glasgow, Glasgow, UK
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WHAT ISALREADY KNOWN ON THIS TOPIC

There Is Increasing recognivion that clinical guidelines should better account for
patents with multumorbidiy

Many guidelines recommend drug treatments, but current guidelines rarely
consider drug-disease or drug-drug Interactions In these recommendations

WHAT THIS STUDY ADDS

For the 12 guidelines examined, drug-disease Interactionswere relatvely
uncommon, with the excepuion of Interactionswhen an Individual has comorbid
chronic kidney disease

Potentially serlous drug-drug Interactionswere common, although the harm caused
will depend on both how commonly different conditions are comorbid and the
prevalence and severtyy of the harm caused by the interaction

Guideline developers need 10 more explicitly account for drug-disease and
drug-drug Interactions in people with multmorbidity and should use
epidemiological evidence to idenulfy when Interactions are likely to be common and
sertous enough to require specific mention in a guideline.

Guideline developers are currently limited by the use of paper based guidelines.
Adapuve elecrronic based guidelines that allow Interaciive searching for specific
conditions are a potential way forward 1o account for mulumorbidity In guideline
recommendations
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clinical guidelines

Siobhan Dumbreck.’ Angela Fiynn,' Moray Naim,? Martin Wilson,? Shaun Treweek *
Stewart W Mercer.® Phil Alderson,® Alex Thompson.” Katherine Payne” Bruce Guthrie!

ABSTRACT

OBJECTIVE

o identify the number of drug-disease and drug-drug
Interactions for exemplar index conditions within

recommended in the guideline for depression and 10 for
drugs recommended in the guideline for heart fallure. Of
these drug-disease interactions, 27 (84%) in the type 2
diabetes guideline and all of those In the two other

National Institute of Health and Care (NICE)
clinical guidelines.

DESIGN

Sy Identfication, and

d

between the drug and
chronic kidney disease. More potentially serious
drug-drug Interactions were Identified between drugs
recommended by guldelines for each of the three index
and drugs

of serious drug-dt and
drug-drug Interactions for drugs recommended by NICE
clinical guidelines for type 2 diabetes, heart failure,
and depression in relation to 11 other common
conditions and drugs recommended by NICE
guidelines for those conditions.
SETTING
NICE clinical guidelines for type 2 diabetes, heart
fallure, and depression.
MAIN OUTCOME MEA SURES
Potentially sertous drug disease and drug-drug
Interactions.

RESULTS

by
for the 11 other conditions: 133 drug-drug Interactions
for drugs recommended In the type 2 diabetes
guldeline, 89 for depression, and 111 for heart fallure.
Few of these drug- disease or drug-drug Interactions
were highlighted in the guidelines for the three Index
conditions.
CONCLUSIONS
Drug-d Interac latvely
with the exception of interactions when a patient also
has chronic kidney disease. Guideline developers could
consider a more systematic approach regarding the
potential for drug-disease Interactions, based on
ofthe

of

Following for. In12
national cinical guidelines would result in several
serious drug 32
senous drug-disease between
drugs recommended In the guideline for type 2 diabetes
and the 11 other conditions comparedwith six for drugs

peopl the d he guideline s focused on,
and should particularly considerwhether chronic kidney
disease Is common In the target population. in coatrast,
potentially serlous drug-drug Interactions between
drugs for different
common. The extensive number of potentially serious
"




No of potentially serious drug
interactions between guidelines

Fig 3 Types of potentially serious harm
from drug-drug interactions between drugs
recommended by clinical guidelines for
three index conditions and drugs
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Authors’ conclusions

“This review identifies the emerging evidence to support policy for the management of peaple with multimorbidity and common
comorbidities in primary care and community settings. There are remaining uncertainties about the effectiveness of interventions for
people with multimorbidity in general due to the relatively small number of RCTs conducted in this area to date, with mixed findings
overall, It is possible that the findings may change with the inclusion of large ongoing well-organised rials in future updares. The results
suggest an improvement in health outcomes if interventions can be targeted ar risk factors such as depression, or specific functional
difficulties in people with multimorbidity.

1N Cochrane
o Library

Cochrane Database of Systematic Reviews

Interventions for improving outcomes in patients with

multimorbidity in primary care and community settings
(Review)

Smith SM, Wallace E, 0'Dowd T, Fortin M

smith M, Wallace E, 0'Dowd T, Fortin M.

Intervantions for Improving outenmes in patients with multimorbidity In prmary care and community settings
Cochrane Dotabase of Systematic Reviews 2016, lssue 3. Art. No.: CDO0ESE0.

DOl 10.1002/14651858. CDODES60.pub.

www.cochranelibrary.com

- — PE——
Copyelght & 2016 Tha Cochrang Callboration. Publichod kry John Wiksy & Sons, Lid. WILEY




Toma de decisiones
compartida

uias
Acticas

alidad
sanitaria



Tomarlas | & 75%
p o p|a S * Las consecuencias de cada una
d eCISIO nes * Las probabilidades de que ocurran




Primer nivel
extremadamente complejo

Clinicamente resolutivo

!

Banderas rojas ‘biomédicas

y contextuales



Necesita, quiere,
puede?

Prevencion
cuaternaria

Prescripcion de
recursos




stigaciones









Medicina minimamente
iImpertinente

Prestacion de servicios de salud necesarios de tal manera de
reducir la carga del paciente mientras se persiguen los
objetivos del paciente

Quiere

Puede Necesita

May CR, Montori VM, Mair FS. BMJ 2009; 339:b2803
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ANALYSIS

M)

Treatment burden should be included in clinical
practice guidelines

Claudia Dobler and colleagues argue that clear information on treatment burden in guidelines
could improve decision making

Claudia C Dobler consutftant pulmonologist'* *, Nathan Harb medical student’, Catherine A Maguire
patient involvement and engagement’, Carol L Armour professor of pharmacology**, Courtney
Coleman patient involvement and engagement®, M Hassan Murad professor of medicine'

'Evidence Based Practice Center, Robert D and Patricia E Kem Center for the Science of Health Care Delivery, Mayo Clinic, Rochester, MN, USA;
*Woolcock Institute of Medical Research, University of Sydney, Sydney, NSW, Australia; *South Western Sydney Clinical School, University of Mew
South Wales, NSW, Sydney, Australia; *Central Sydney Area Health Service, Sydney, NSW, Australia; *European Lung Foundation, Sheffield, UK

Implementation of medical reatment regimens demands a lot conditions, the workload rose v 18 medications a day, 6.6
of time and effort and can result in substantial burden for healtheare visits a month, and 8007 (35.8) hours a month in
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* Mujer de 75 anos de edad

* Con IAM previo, diabetes tipo 2, artrosis, EPOCy
depresién



IRS

Metformina

Medicacidén inhalatoria
Aspirina

IECA

Estatinas
Betablogueantes
Paracetamol/AINE
Cesacion tabdaquica (evaluar
drogas)

Higiene del sueio
Actividad aerdbica diaria
Intervencidn psicosocial
Ejercicios fortalecimiento
Alimentacion saludable
Perder peso

Educacidn diabetoldgica
Cesacion tabaquica
Calzado apropiado



* Seguimiento Médico de atencidn primaria para el
tema animico

* Intervencion psicosocial

* Revision anual para el resto patologias
* Rastreo retinopatia

* 3/6 meses Hg glicosilada

* Monitoreo TA dos veces al aifo

* Vacunacion

* Eventual derivacion para cesacidn tabaco si nos
supera u ofrecerlo nosotros

* Evaluar kinesiologia respiratoria




Una senora con un ACV



- Dieta hiposadica, hipograsa y para diabéticos.
- Realizar actividad fisica.
- Control periodico de la tension artenial, llevando un registro escrito.

Medicacion:

- Aspirina 100 mg al dia por la mafana. NUEVA.

- Atorvastatina 20 mg al dia con la cena. NUEVA DOSIS.

- Regulip 1000 (omega 3) 1 comprimido por dia por la noche. NUEVO.

- Vildagliptina 50 mg/Metformina 850 mg por la maiana + metformina 850 mg, por la noche

-Insulina Levemir 40 unidades intemacionales a las 11:00 horas + 40 unidades intermacionales a las 23:00 horas + comecciones con
Movorapid.

- Enalapril 10 mg cada 12 horas.

Rehabilitacion:
- Fonoaudiologia para rehabilitacion del habla y la deglucion.

Estudios a realizar:

- Polisomnografia noctuma con oximetria de pulso.

- Monitoreo ambulatorio de la presion arterial el dia 10 de enero a las 14:30 horas en Peron 4190. Presentarse con 4 (cuatro) pilas AA,
marca Duracell o Energizer. Se sugiere adecuada higiene personal y concurrir con ropa prendida por delante (camisa).




Seguimiento:

- Turmno control con grupo PROTEGE A.C.V. el dia Lunes 15 de Enero a las 11hs con la Dra. Claudia Alonzo en Perdn 4190, segundo piso,
Secretaria de Clinica Médica.

- Turmno control con Meurologia seccion Enfermedades Cerebrovasculares el dia miércoles 17 de enero a las 10 horas en Potosi 4292,
Consultorios externos. Solicitar derivacion a médico de cabecera.

- Solicitar tumo con Endocrinologia para seguimiento de diabetes con regular control metabdlico.

- Solicitar tumo confrol con Médico/a de Cabecera para control periddico de salud.

- Solicitar tumo control con Cardiologia.

Pautas de alarma:

Debe concurrir a guardia central ante la aparicion de los siguientes sintfomas:

- Somnolencia anomal o confusion.

- Dolor de cabeza intenso, vomitos, molestias al ver la luz que no ceden con dos dosis de analgésicos comunes.

- Fiebre persistente.

- Sintomas de déficit neurologico no presentes previamente (problemas para hablar, fragar o ver; dejar de sentir o dejar de mover una
parte del cuerpo; sensacion de giro de las cosas).

- Registros de tension arterial superiores a 200/120 mmHg.
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SPECIAL ARTICLES

Patient-Centered Care for Older Adults with Multiple Chronic
Conditions: A Stepwise Approach from the American Geriatrics

Society

American Geriatrics Society Expert Panel on the Care of Older Adults
with Multimorbidity *




1) Dominio de preferencias

2) El dominio de la evidencia
cientifica

3) El dominio del prondstico
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4) El dominio
de la
factibilidad

5)
Optimizacion
de terapiasy
cuidados




Evaluar las interacciones potenciales, los problemas de salud y
tratamientos del paciente, la constitucion y el contexto

1. Mantenga una lista de todos los problemas de salud actuales del paciente,
evalle su gravedad e impacto, y revise |la medicaciéon tomada por el paciente

2. Monitorice activamente los signos de ansiedad, angustia y depresion, y/o
disfuncidn cognitiva, incluyendo problemas de adiccidn y signos no especificos o
sintomas tales como problemas de sueio, pérdida de apetito o problemas de
hidratacion

3. Obtenga y considere las circunstancias sociales, las limitaciones financieras, las
condiciones de vida y de apoyo social, la alfabetizacion de la salud, |la autonomia
funcional y las estrategias de afrontamiento

4. Anote la totalidad de médicos y terapeutas involucrados en el cuidado del
paciente y evalle la carga total de tratamiento




|dentificar las preferencias y prioridades: los resultados mas y menos
deseados por el paciente

5. Identifique las preferencias del paciente en cuanto a resultados de salud
genéricos como la supervivencia, la independencia, el dolor y el alivio de los
sintomas incluyendo las necesidades de cuidados paliativos, y sea consciente
de sus propias preferencias (implicitas), ya que pueden no ser las mismas que
las del paciente

6. En su caso, tenga en cuenta las preferencias de los cuidadores informales o
familiares

7. Alcance un acuerdo sobre una meta de tratamiento realista con el paciente
(y, en su caso, su cuidador)




Individualizar la gestion para alcanzar los objetivos del tratamiento previamente negociados

8. Sopese si los beneficios esperados del tratamiento (y prevencién) son mayores que los posibles
inconvenientes y dafnos, dado el nivel de riesgo y las preferencias del paciente

9. Evalle la carga de tratamiento de forma gradual y combinada para el paciente (y, en su caso, su
cuidador)

10. Considere el autocuidado del paciente de acuerdo con sus necesidades y capacidades

11. Proporcione instrucciones para garantizar la seguridad del paciente, tales como la identificacion de
efectos secundarios y/o recomendaciones para un manejo adecuado

12. Acuerde con el paciente un plan de visitas de seguimiento para valorar el logro de metas y volver a
evaluar las interacciones

13. Comuniquese con otros proveedores sanitarios y con los cuidadores informales del paciente para
que todos estén informados sobre las decisiones de tratamiento y tengan acceso a dicha informacion
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e Sabe Dr, si yo hiciera todo
lo que Ud. quiere, no me
guedaria tiempo para hacer
lo que quiero yo"










