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Objectives

1. The definition of multimorbidity and problems associated with it

2. Why most clinical practice guidelines are not appropriate for older 

adults with multimorbidity

3. The 5 guiding principles for evaluating older adults with 

multimorbidity

4. Know how to use ePrognosis as a resource 



What comes to mind when 
you hear the word 
“Multimorbidity”?

Multiple chronic conditions

Impacts on death, disability, adverse treatment effects 

High use of healthcare resource 

Complex due to multiple medications and interactions

Advanced Care Planning and difficult decision making

Challenging caregiver situations - Needs care 
management or care coordinator

Frailty

Disability

Vulnerable

Decreased Quality of Life



What is the Problem with Using Clinical Practice 
Guidelines for these Older Adults? 

• Most CPGs focus on the management of only ONE disease

• Older Adults with multimorbidity are excluded or under-

represented in clinical trials.

• CPG-based care may be cumulatively impractical, irrelevant or 

even harmful for these people



Patients are also individuals, and vary by:

• Illness Severity

• Functional Status

• Prognosis

• Personal priorities

• Risk of Adverse Events 



So How do we 
Approach 
Multimorbidity?

AGS CLINICAL TOOL

Five Guiding 

Principles



Five Guiding Principles

Patient Preferences

Interpreting the Evidence

Prognosis

Clinical feasibility

Optimizing therapies and care plans

(no set sequence)



Guiding Principle #1
PATIENT PREFERENCES

Elicit and incorporate patient preferences 

into medical decision-making

Care provided in accordance with CPGs 

may not adequately address individual 

preferences

They should have the opportunity to 

evaluate choices and prioritize their 

preferences for care, within personal and 

cultural contexts.

ASK: At this stage in your life What 

Matters Most to you? 

CASE EXAMPLE:

80 year-old woman with Afib has an 

indication for warfarin by traditional 

algorithms. She does not wish to have 

regular blood monitoring and does not 

feel safe taking the newer 

anticoagulants. She understands the 

trade-offs and elects to take daily 

aspirin.



Guiding Principle #2
INTERPRETING THE EVIDENCE

Recognize that there are significant 

evidence gaps concerning condition and 

treatment interactions, particularly in 

older adults with multimorbidity.  

Interpret the medical literature 

specifically for this population.

ASK: Does the information apply to 

the individual under consideration?

CASE EXAMPLE:

84 year-old man with HLD with no 

history of vascular (cardiac, cerebral, 

peripheral) events.  He has been on a 

statin for 12 years. You examine the 

evidence and advise him that he can 

stop taking the statin if he wishes 

because of lack of evidence that he 

will benefit from this medicine in 

primary prevention.



Guiding Principle #3
PROGNOSIS

Frame Management decisions within the 

context of risks, burdens, benefits, and 

prognosis

ASK: Is time to benefit > life expectancy

1. Discuss Prognosis= remaining life 

expectancy, functional status and QOL

2. Facilitate Decision-making and ACP

3. Address  preferences, treatment rationale 

and therapy prioritization

CASE EXAMPLE:

79 year-old woman DM, CHF, CKD4. 

Her daughter is pushing her to get her 

regular colonoscopy, but she is 

reluctant. Using 

www.eprognosis.ucsf.edu/ her 

provider finds that her estimated 

remaining life expectancy is <10 

years, and therefore not likely to 

experience overall benefit from 

screening colonoscopy.

http://www.eprognosis.org/


Guiding Principle #4
CLINICAL FEASIBILITY

Consider treatment complexity and 

feasibility

Complex regimen 🡪 nonadherence, 

adverse reactions, impaired QOL, costly, 

caregiver strain, and depression.

Requires ongoing and more thoughtful 

approach to education and assessment.

ASK: Can this patient and family do 

this?

CASE EXAMPLE:

87 year-old man complains of fatigue 

and feels he takes too many 

medications. He has dementia, heart 

failure, osteoarthritis, osteoporosis, 

insomnia, diabetes, and prostate 

disease. He has 16 medications, and 

often forgets to take his evening doses 

and does not monitor his blood 

glucose.  You discuss with patient and 

daughter and decide to stop 5 of his 

medications, modify times of 

administration, and recommend a 

pillbox.



Guiding Principle #5
OPTIMIZING THERAPIES AND CARE PLANS

Choose therapies that maximize benefit, 

minimize harm and enhance QOL.

Consider if there are:

Too many meds: Reducing polypharmacy 

lowers the risk of ADE

Too few meds: suboptimal medication use

Burdensome interventions: even 

nonpharmacologic interventions may be 

more burdensome than beneficial if 

inconsistent with preferences.

ASK: Does this enhance QOL?

CASE EXAMPLE:

92 year-old widowed man Adv Dementia  

returns to care of daughter after 

hospitalization for systolic heart failure. A 

cardiologist proposed implanting an AICD, 

but the daughter points out that her father 

has intense anxiety and won’t leave the 

house.  You ask her if her father –if able to 

speak for himself- would choose an 

invasive intervention designed only to 

prolong his life.



Resource for Prognosis:

ePrognosis.ucsf.edu/calculators/index.p
hp

To estimate risk of mortality  and 

disability by setting

ePrognosis - Calculators (ucsf.edu)

https://eprognosis.ucsf.edu/calculators/index.php


Resource for 
Prognosis:

ePrognosis.ucsf.edu/cancer/index.
php

ePrognosis - Cancer (ucsf.edu)

https://eprognosis.ucsf.edu/cancer/index.php


Resource for 
Prognosis:

ePrognosis.ucsf.edu/time_to_benefi
t/index.php

ePrognosis Time to Benefit (ucsf.edu)

https://eprognosis.ucsf.edu/time_to_benefit.php


Resource for Prognosis:

ePrognosis.ucsf.edu/communication/in
dex.php

ePrognosis - Communication (ucsf.edu)

https://eprognosis.ucsf.edu/communication/index.php


CASE EXAMPLE: Ms. RL  

83 year-old woman

Had been living in her own 2 story home, with family 

members rotating to stay with her/assist her

Has 2 daughters and 2 sons

Adapted from GRS 10, Multlimorbidity Toolkit Case 3. Co-authors: Ariel Green, Cynthia Boyd, Matthew McNabney



Ms. RL
PAST MEDICAL HISTORY

Dementia with periods of delusions and aggression

History of malignant liposarcoma of right thigh (s/p resection)- felt to be “cured”

Hypertension

Generalized arthritis (chronic pain)

Irritable bowel syndrome (recurrent GI symptoms)

Hyperlipidemia

CAD and CHF

Osteoporosis with history of fracture



Ms. RL
MEDICATIONS

Citalopram 20 mg daily (agitation)

Quetiapine 25 mg Q12 hours for extreme agitation/ aggression

Acetaminophen 1 gm BID; and 650 mg BID prn

Furosemide 40 mg daily (for symptomatic edema)

KCl 40 meq daily

Melatonin 3 mg Qhs for sleep



Guiding Principles

Note:  Several health issues were 

intentionally NOT addressed or 

treated

Ex: 
• CAD- not on ASA

• HLD- not on statin

• Osteoporosis- not on Ca, Vit D, 

Bisphosphonates

• HTN- simplified approach to HTN 

management



Ms. RL
One year later

Worsening agitation, aggression, 

difficulty with care at home and day care 

center

Admission to med-psych unit to optimize 

care and medication management 

before return home

Develops severe respiratory symptoms 

and hospitalized in January

Marked abdominal distension

What is her prognosis?
ePrognosis hospital setting



Ms. RL
One year later

Worsening agitation, aggression, 

difficulty with care at home and day care 

center

Admission to med-psych unit to optimize 

care and medication management; 

returns home

Develops severe respiratory symptoms 

and hospitalized again in January

Marked abdominal distension

What is her prognosis?
ePrognosis hospital setting

One year mortality: 34%

Value of treating conditions with 

deferred benefit uncertain



Ms. RL
Her Rocky Course…

Hospital 

+ Influenza, started on oseltamivir

Bowel “pseudo-obstruction” and 

abdominal distention

All stool studies negative

Hypokalemia difficult to treat

Discharged home.

Home

Continued abdominal 

pain and hypokalemia.

Back in HOSPITAL after 

48 hours

Transferred to SNF

What is her prognosis?
ePrognosis nursing home setting

Increasing agitation (patient)

Increasing frustration (family) 

regarding multiple health problems

Lost a lot of weight

Overall QOL is poor

SNF



Ms. RL
Given her decline

Now what is her prognosis?
ePrognosis Nursing home setting

6-month mortality: 34%

Should transition focus to patient 

preferences



Ms. RL
Family Meeting

Poor prognosis discussed openly

Limited benefits from hospital care

Tough decisions, hard to gain consensus 

among adult children

Ultimately, decided for comfort care 

approach at HOME.

Preference: comfort care at home

Stabilized at home with palliative care 

approach

Care burden returned to the family. They 

can’t see doing this for > 6 months. She 

is readmitted to SNF for indefinite 

respite.

Tentative plan to return home for final 

days.



Questions & 
Discussion


