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F ifteen years ago, the term multimorbidity rarely 
appeared in chronic disease health care policies. 
Today, research has revealed very high rates of mul-

timorbidity, leading to it being labeled the number one 
challenge in developed countries.1-5 Paradoxically, chronic 
disease prevention and management (CDPM) programs of 
integrated care have popped up in all health care systems 
but they mainly follow a single-disease approach in their 
interventions. In this article, we define CDPM programs 
broadly as any interventions intended to improve care for 
patients with chronic diseases and risk factors; these are 
added to usual care and are typically delivered by a team.

Even though the number of publications on mul-
timorbidity has increased substantially in the past 10 
years,6 intervention studies have, so far, been scarce and 
demonstrated inconsistent results.7 In general, naturally 
occurring CDPM programs of integrated care for multi-
morbidity do not produce evidence strong enough to sup-
port their scaling up. A consensus has, however, emerged 
among researchers on the need for more integrated and 
patient-centred approaches.4,8 Some evidence support-
ing the effectiveness of patient-centred care has been 
generated9 but, until recently, it has been limited. Various 
experts have made suggestions for the care of patients 
with multimorbidity but these take the form of general 
guiding principles for addressing priorities and interac-
tions or for avoiding harm and polypharmacy.10-12 The 
chronic care model (CCM) is the most inspiring orga-
nizational framework for guiding care for people with 
chronic disease, but it lacks detail on how to create 
“productive interactions” with patients and how to be a 
“prepared, proactive practice team.”13

The implementation of new models of patient-centred 
care for persons with multimorbidity in primary health 
care faces additional challenges mostly related to a lack 
of readiness or competing demands. Change manage-
ment theory and models14 might help circumvent some 
challenges but these lack specificity for the implementa-
tion of integrated care for persons with multimorbidity 
at the clinical level. We propose a new framework that 
specifies effective, evidence-informed components of 
interventions in patient-centred integrated care that can 
improve outcomes for patients with multimorbidity. 

Methods
This work was part of research program called Patient-
Centred Innovations for Persons with Multimorbidity 

(PACE in MM). The team was funded by the Canadian 
Institutes of Health Research as part of their Community-
Based Primary Health Care Signature Initiative under the 
leadership of the 2 authors.15 The main goal of PACE in 
MM was to reorient care from a single-disease focus to 
a multimorbidity focus, and to realign the health care 
system from separate disease silos to coordinated and 
patient-centred collaborations in care.16 Concretely, the 
team committed to partner with existing CDPM pro-
grams and accompany them in a transformation process 
to enhance a patient-centred approach and multimor-
bidity focus and to formally assess the effectiveness 
of the programs. As an important step to inform pro-
gram enhancement, the team reviewed the available 
evidence coming mainly from 2 sources: a scoping 
review of the available literature and a realist synthe-
sis of natural experiments with robust evaluations. This 
article summarizes the key findings from these 2 sources 
to create an overarching framework of effective, evi-
dence-informed components of interventions in patient- 
centred integrated care for multimorbidity.

Building on 4 high-quality systematic reviews,7,17-19 
the scoping review identified 53 publications on inter-
ventions for patient-centred care and multimorbidity. 
The main findings are 7 high-level components of inter-
ventions associated with positive health-related out-
comes, which were divided into 37 single operational 
elements. An example of a high-level component would 
be “providing a patient-oriented approach,” while the 
corresponding operational elements would be “creating 
an individualized and adapted care intervention,” “per-
forming regular contacts and assessment,” and “sharing 
the care plan with team members.”20

Following an environmental scan of all CDPM pro-
grams considered as natural experiments in the 2 most 
populated Canadian provinces, Quebec and Ontario, 
the 12 programs with the most robust evaluations were 
included in a realist synthesis.21 This realist synthesis 
identified 8 main mechanisms that are associated with 
positive outcomes. Two examples of mechanisms would 
be “creating co-located interdisciplinary teams” and 
“providing educational resources and skills.”

Both the scoping review and the realist synthesis 
were conducted by the PACE in MM team as part of the 
first year of the research program.
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The PACE in MM framework
Figure 1 displays the PACE in MM framework for effec-
tive integrated care. Five overarching components were 
divided into several smaller elements or pieces, as will be 
explained in the following sections. Central to the frame-
work is the underpinning of evidence for effective inter-
ventions in terms of health outcomes and health care use.

Shared philosophy.  This component refers to the 
team’s shared vision of the program or intervention.21 
Team members need to have a common vision in order 
to provide integrated chronic care, and this need is even 
greater when treating patients with multimorbidity. The 
team’s shared vision is the key to their successful col-
laboration. For all members, the focus has to be on the 
patient rather than on a single disease. Achieving this 
focus is especially challenging for unstable or very large 
clinical teams. Written vision statements and terms of 
reference can assist in the team’s adoption of the shared 
philosophy, perhaps especially if they are supported by a 
strong leadership. Integrated care for patients with mul-
timorbidity requires a change of the care paradigm. All 
members of the team have to act on it.

Shared philosophy or vision is a key element in sev-
eral frameworks related to change management.14 It is 
also included in the “plan” step of the plan-do-study-act 
framework for quality improvement.22 

Internal relations.  This second component refers 
to how the different team members cooperate and 

communicate.20,21 First, consistent with the patient-centred 
approach, the team has to consider the patient as a full 
member of the team. As well, a dedicated point per-
son has to be identified. This person is the main bridge 
between the patient and the other professionals. Face-
to-face meetings are ideal to facilitate exchanges among 
professionals. To make these meetings effective, par-
ticipants can present, review, and discuss one or more 
cases together. Also ideal, although it is not always 
possible, is to have professionals co-located within the 
same clinical environment, so that they can develop 
good internal relationships and foster team functioning; 
coordination among team members who are not co-
located is a realistic alternative option to consider. 

Including this component in the framework is 
consistent with the literature’s findings that inter- 
professional collaboration is associated both qualitatively 
and quantitatively with successful outcomes in primary 
health care.23 

External relations.  Following on from the importance of 
internal relations, the third component in the framework 
highlights the attention that must be paid to the team’s 
relations with the rest of the health care system and the 
community.21 Members of the governance structure, such 
as local or regional managers or decision makers, have 
to partner to avoid duplication of their efforts or counter-
productive concurrent initiatives. The team has to con-
nect with the local hospital to ensure good transitions in 
care. Collaboration with community organizations can 

Figure 1. The Patient-Centred Innovations for Persons with Multimorbidity framework for effective integrated care
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offer more opportunities for the patients to be empow-
ered. The team can also cooperate with other available 
primary health care programs, such as home care or spe-
cialized support services.

This finding aligns with the literature on integrated 
care and coordination.24 It comes as no surprise, given 
the number of people that have to be involved in the 
care of patients with multimorbidity, but has not been 
explicitly considered in the implementation on the front 
lines of primary care. 

Professional training.  This component addresses the 
need for integrated care skills, which might not be part of 
the regular training of all professionals involved in primary 
care. Therefore, additional or specific training might need 
to be provided.21 The intensity of the training depends on 
the scope of the transformation. Training might be specific 
to the most common chronic conditions but also has to 
include the new processes of care involved in the transfor-
mation. It might include practice with simulated patients 
or role-playing, feedback from peers, or other educational 
strategies. This component is essential to enable the trans-
formation.25 The passage from usual care to integrated 
care involving patient-centred teams cannot be success-
fully traveled without adequate training.

Relations with patients.  This is a very important com-
ponent of integrated care.20,21 It is also a key aspect of 
the classic patient-centred clinical method.26 Providing a 
unique and individualized care plan for each patient in 
response to the patient’s own objectives is respectful of 
patient values. Similarly, the team can provide patients 
with education in response to their specific requests and 
unique needs. Education might not be effective in the long 
run if attention is not also paid to sustaining the patient’s 
motivation. This point is especially true regarding health 
behaviour changes, which are frequently required. Face-
to-face contacts with patients are essential, as is suffi-
cient appointment time to allow patients and providers to 
achieve agreement on their shared objectives. 

From the CCM to the PACE in MM framework
The CCM identified the most important structural elements 
a health care system must put in place to improve care 
for people with chronic diseases13: the community, the 
health system, self-management support, delivery system 
design, decision support, and clinical information systems. 
The strict application of evidence-based practice inspired 
by those 6 elements is meant to foster productive inter-
actions between practice teams and activated patients. 
The PACE in MM framework complements the CCM by 
identifying the conditions under which those productive 
interactions could be implemented for patients with mul-
timorbidity. In other words, the CCM offers the structure, 
while the PACE in MM framework offers the processes 
essential to creating productive interactions between the 

team and the patient, thus enabling the desired improved 
outcomes. This complementarity between the CCM and 
the PACE in MM framework is perhaps not surprising, 
because the latter largely derived from interventions that 
were concrete applications of either the CCM or some 
adaptation of it.

What the PACE in MM framework really adds
The PACE in MM framework is flexible and therefore eas-
ily adaptable to almost any new or ongoing CDPM pro-
grams. Its principles are universal and not specific to 
any given jurisdiction. It is largely inspired by the per-
spectives of the patients who have been included and 
consulted in the different studies selected by the 
sources. By including studies from around the world,  
the scoping review presents strong evidence of effec-
tiveness. By including naturally occurring and pragmatic 
experiments as sources, the realist synthesis reflects feasi-
ble examples from the real world of actual primary health 
care providers, in addition to patients and caregivers. The 
framework could be applicable to any chronic disease 
program or, more specifically, to those programs for mul-
timorbidity. Some might find commonalities between 
this framework and the Consolidated Framework for 
Implementation Research, with its 5 domains and 26 con-
structs used mostly for evaluation.27 However, the PACE in 
MM framework is rooted in a more specific literature about 
interventions based on patient-centred care; it is intended 
for care of patients with multimorbidity and meant to 
guide the interventions. The Consolidated Framework for 
Implementation Research can still guide the evaluation of 
any intervention inspired by the PACE in MM framework.

This framework is useful for many audiences. For 
decision makers, it provides direction for aligning the 
health care system to respond to the needs of most 
patients, ie, those affected by multimorbidity. For 
researchers, it guides the next generation of interven-
tions to be implemented, trialed, and scaled up. For 
clinicians, it is an incentive and a guidance to work 
collaboratively to create innovative practices. And for 
patients with chronic diseases and multimorbidity, it is 
the basis of a new partnership in care. 

The PACE in MM framework makes no pretense of 
dictating precisely, or in detail, the organization of care 
in any intervention built on its 5 components. It has to 
be seen as an inspiration arising from good evidence 
and robust synthesis processes. Its components, listed 
in Figure 1, come from a variety of sources and all are 
informed by evidence. At this stage, we cannot judge 
how they will interact to create effective interventions. 
However, applying the framework in clinical trials with 
robust evaluation will help to answer this question.

Conclusion
The PACE in MM framework complements the CCM 
by identifying the conditions under which productive 
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interactions between practice teams and engaged, acti-
vated patients could be implemented for patients with 
multimorbidity. Implementing this framework exten-
sively within the health care system will help to reori-
ent care from a single-disease focus to a multimorbidity 
focus, and to move the health care system away from 
separate disease silos and toward coordinated patient-
centred collaborations in care.      
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