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Dbjectives

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



lWhat 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



Fatients are also individuals, and vary by:

 lliness Severity

* Functional Status
* Prognosis

* Personal priorities

 Risk of Adverse Events



So How do we
Approach
Multimorbidity?

AGS CLINICAL TOOL

Five Guiding
Principles

Wisit GeriatricsCareCnline.org to learn more about the GEM tools and the new multmorbidicy GEMS mobile app.

From the AMERICAN GERIATRICS SCCIETY
MULTIMORBIDITY . .
: ; : Geriatrics Evaluation
AGS Ganlatrics Evaluation and Managemant Tools [Genlatrics LM Tools) sypport clinldans

and systems that are caring fir akder 30wl with Comman genairic Coniti o & Ma n agement TU 0 | S

BACKGROUMD = Oneof the greatest challengas In gerlatrics 15 providing optimal care (patient centered and evidence
based) for older adults with multiple chronic conditions, or multimorbldity.

»  Mora than 50% of older adults hawve 23 chronic diseases, with distinct, cumulative effects for each
Indridual.

* Multimorbidity Is assoclated with Increased rates of death, disability, adverse effects, institutionalization,
usa of health care resources, and decreasad quality of life.

»  Most dinical practice guldelines (CPGs) focus on management of a single disease, but CPG-based care
for several co-occurring diseases may be impractical, irrelevant, or even harmful for individuals with
multimarbidity.

» Oilder adults with multimarbidity are regularly excluded or under-represemntad In trials and
observational studies, which means there |5 less focus on older adults In meta-analyses and
systematic reviews and guidelines.

* [tis particularly appropriate to apply the approach described in this documenit for those older adults with
multimarbidity who appear to be at greatest risk of adverse effects on health status, functlon, or quality

_~efteamtwharequire comiplex health care management, decislon making, or coordination.

APPROACH (Théfl'.re domains nu)lm-d In this document are relevant to the care of older adults with multimorbidity.

PATIENT ate patient prefarencesinto medical decisfon making.
PREFERENCE * [tisimportant to distinguish between elidting preferences and making treatment declsions.
o Elciting praferences: Individuals volce thelr opinions about treatment aptions and potential outcomes
based on personal values and priorities.
Example: “| do not want mechanlcal ventilation because belng at home s really Important to me,
and | do not want to retum to the hospital even temporanly. | know my Ufe 1s short, and | do not
want to be bedbound or In a state where | couldn't Interact with my family.®
»  Making treatment ded's'ons: The patient chooses a spedfic treatment option.
Example: "l do not want mechanical ventilation.”
* Al clinlcal decislons require an assessment of patlent preferences.
® Less complex declslons may need a brief Investigation of preferances to make treatment declslons.
*  More complex declsions may need a more detalled Investigation of preferences to make treatment
declsions.
*  Older adults with multimorbidity need to be adequately Informed about the expacted benefits and harms
of treatment optlons before eliciting their preferences to make a treatment declsion:
® Present the lkelihood of the event occurring or not occurmng.
Offer absolute rather than relative risks (see Interpreting the Evidence, below).
Usa visual alds.
Assess patlent understanding of the Information presented (eg, using a “teach back” technigue).
For individuals who cannot understand the implications of different options, surrogate declsion
makers may need to asslst with declslon making.
»  The patlent's declslon-making styles should be accommodated.
. Patiente oy weant familly friende or caraotvare £0 b inclidad in dectelan makine or even o make tho




Patient Preferences

Interpreting the Evidence

Five buiding Principles Prognosis

Clinical feasibllity

Optimizing therapies and care plans

(no set sequence)



Buiding Principle #1

PRTIENT PREFERENLCES

Elicit and incorporate patient preferences CASE EXAMPLE:

into medical decision-making 80 year-old woman with Afib has an
Care provided in accordance with CPGs Indication for warfarin by traditional
may not adequately address individual algorithms. She does not wish to have
preferences regular blood monitoring and does not
They should have the opportunity to feel safe taking the newer

evaluate choices and prioritize their anticoagulants. She understands the
preferences for care, within personal and trade-offs and elects to take daily
cultural contexts. aspirin.

ASK: At this stage in your life What
Matters Most to you?



Guiding Principle #2
INTERPRETING THE EVIDENLCE

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 Iin
primary prevention.




Guiding Principle #3
PROGNLOSIS

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, CKDA4.
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 FERSIBILITH

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

OFTIMIZING THERAFIES AND CARE FLANS

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 ablegto
speak for himself- would choose an
iInvasive 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

HOME ABOUT CALCULATORS* CANCERSCREENING DECISION TOOLS”
ePrognosis| CALCULATORS

COMMUNICATION

WHERE IS YOUR PATIENT?

CLINIC -
LIVING AT HOME

.

HOSPITAL HOSPICE

ePrognosis - Calculators (ucsf.edu)



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

HOME  ABCOUT CALCULATORS CANCERSCREENING DECISION TOOLS:
*Prognosis

Resource for
Frognosis:

WHAT WOULD YOU LIKE TO SCREEN FOR?

BREAST BOTH
CANCER CANCERS

eFrognosis.ucsf.edu/cancer/index.
php

COLORECTAL
CANCER

ePrognosis - Cancer (ucsf.edu)



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

Resource for
Prognosis:

eFrognosis.ucst.edu/time_to_benefi

t/index.php

ePrognosis Time to Benefit (ucsf.edu)

Instructions:

Adjust life expectancy using the orange slider.

Services Depression

Cardiovascular

wdocrine

Time to benefit  days wks 6 months

ly 2y

3y

4y

Sy

. Generally recommended

. Generally not recommended

&y

7y

& %

10y 11y 12y+

«

Methylphenidate
for Depression

SSRI’s for Depression

Hospice
admission ®

Intensive Blood
Pressure Control ®

Statins for
Primary Prevention ¢

Finasteride for
benign prostatic
hypertrophy

Bisphosphonates for
Osteoporosis *

>



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

Resource for Prognosis:

EFrognosis.ucsf.edu/fcommunication/in
dex.php

ePrognosis - Communication (ucsf.edu)

Addressing Emotions

PROGNOSIS COMMUNICATION

Example Discussions

Communication Skills

Making a
Recommendation

Asking Permission Ask-Tell-Ask Addressing

Uncertainty

Care Consistent with
Goals

Discussing Next Steps Discussing Trade-offs

Individualizing

Prognosis



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

CASE EXAIMPLE: ITIs. 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 Gl 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)

KCI 40 meq daily

Melatonin 3 mg Qhs for sleep



Guiding Principles

Patient Preferences

Interpreting the Evidence

Prognosis

Clinical feasibility -

Optimizing therapies and care plans

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 . " ’

’, o



What is her prognosis?
EFrognosis hospital setting

Ms. RL

Walter Index
+ Population: Hospitalized adults age 70 and older [ Espariol ] [ Francais ]
UI"E HE a I" Ia t E r' * Qutcome: All cause 1 year mortality
* Scroll to the bottom for more detailed information
. . . . 1. Whats is your patient's biological sex?
Worsening agitation, aggression, remale
dlfflCUlty Wlth Care at home and day Care 2. Upon discharge, does your patient need help from others in order to:
Center » bathe (defined as bathing more than one part of the body and/or getting in or out of the tub or shower)? ® Yes No
. . . . . » dress (defined as help dressing self)? ® Yes No
Admission to med-psych unit to optimize
. . » transfer (defined as moving from bed to chair)? Yes @ No
care and medication management
» toilet (defined as transferring to toilet, cleaning self, or using bedpan or commode)? Yes ® No
before return home
» cat (defined as partial or total help feeding or requiring parenteral feeding)? Yes @ No
Develops severe respiratory symptoms 3. Does your patient have congestive heart failure? ©Yes © No
aﬂd hOSpIta| |Zed |n J an Uary 4, Does your patient have solitary or metastatic cancer? {If your patient has only had minor skins cancers, ® No
select “no.”) Solitary
. . . Metastatic
Marked abdominal distension
5. What is your patient's admission creatinine? <20
6. What is your patient's admission albumin? >34




What is her prognosis?

EFrognosis hospital setting

[Tl1s. RL
One year later

Results Based on Score:

Your total score is: 4
Worsening agitation, aggression, One Year Mortality
difficulty with care at home and day car — Risk of 1 year mortality (95% CI)
center 0-1Points 4% (2-4)

. . . . . 2 - 3Points 19% (15-23)

Admission to med-psych unit to optimiz: » o
care and medication management; y 5570

returns home

S
Develops severe respiratory symptoms One year mor_ta“tY- 34_4) _
and hospitalized again in January Value of treating conditions with

. . . deferred benefit uncertain
Marked abdominal distension



[TI5. RL SNF
Her RE”:'I([__I Course... Increasing agitation (patient)

Home Increasing frustration (family)
regarding multiple health problems
Continued abdominal

Lost a lot of weight
pain and hypokalemia. IS 2 ek T eiEtly

Hospital .
rall L r
Back in HOSPITAL after ‘ Overall QOL Is poo
+ Influenza, started on oseltamivir 48 hours
Bowel “pseudo-obstruction” and Transferred to SNF

abdominal distention ‘

All stool studies negative
Hypokalemia difficult to treat

Discharged home.
What is her prognosis?

EFrognosis nursing home setting



Ms. RL Now what is her prognosis?
Given her decline ePrognosis Nursing home setting

IMitchell Index Results Based on Score:
“our total scoreis 16.1
= Population: Mursing home adults aged 45 and older
= Outcome: § month survival ] i
= Scroll to the bottom for more detailed information Six Month Mortal |T_1’r
1. Has your patient been admited to the nursing home in the past 90 days? ® ez Mo 10-464 TH:
2. How old is your patient? 20-84 . 83-73% 10%
20-8% 13%
3. What is the sex of your patient? Fale ® Female a90-97 14%;
4. Does your patient have shortness of breath? Wes ® Mo #&8-105 17%
5. Dies your patient have at least one pressure ulcer that is greater than or equal to Stage 27 Yes @ Mo HEdl= il
11.&6-125 23%
&. Iz your patient totalhy dependent for all Activities of Daily Living, including b=d mobility and eating? ez ® Mo
12.&6- 140 28%
7. s your patient bedbound most of the day? Yes @ Mo
141-1561 24 -43%
2. Does your patient have insufficient oral intake? ® ez Mo
[D=fire=d a5 mat comsuming almeast all Bguids in previcus 3 davs ar at lesst 25% of food uneaten st mast meals) 141 49-42%

?. Does your patient hawve bowel incontinence? ® ez Mo

ST e e 6-month mortality: 34% "
e e e e e Should transition focus to patient? ,
12 Dhoes your patient have congestive heart failure? ® Yes Mo p refe re n C e S

Total Points: 15.10

Calculate risk »




[TI5. RL
Family Meeting

Patient Preferences -

Interpreting the Evidence

Prognosis

Clinical feasibility

Optimizing therapies and care plans

Preference: comfort care at home

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.

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. 7,
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