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Introduction: The web application gp-multitool.de is based on the German clinical practice guideline “multimorbidity” and supports mutual prioritisation of treatments by GPs (general practitioners) and patients. The application facilitates sending hyperlinks to standardized assessments by email, which can be completed by patients on any suitable digital device. GPs can document clinical decisions. The tool also supports a structured medication review. Aims of this study were to consider needs and wants of the target groups in implementing the “multimorbidity” clinical practice guideline in a digital tool, and to examine themes of discussions in order to identify which aspects were considered most important for customising a digital tool.



Materials and methods: We conducted six focus groups with 32 GPs and six focus groups with 33 patients. Eight groups were conducted alongside the programming of the web application and four after finishing a prototype. GPs were recruited by mail and asked to invite up to six eligible patients from their practice to participate. Focus groups were based on semi-structured interview guides and discussed assessments, functionalities, usability and reliability of gp-multitool.de. Discussions were transcribed verbatim and analysed using content analysis.



Results: GPs wanted to avoid unnecessary and time-consuming functions and did not want to explore problems that they could not provide solutions for. For some assessments, GPs suggested simplifying scales or including residual categories. GPs and patients also addressed possible misunderstandings due to wording and discussed if some items might be too intimate or overtax patients intellectually. In most cases, participants confirmed usability, but they suggested changes in default settings and pointed out a few minor bugs that needed to be fixed. While some GPs considered data security an important topic, most patients were unconcerned with this issue and open to share their data.



Conclusion: Our study indicates that focus groups can be used to customize a digital tool according to the needs and wants of target groups and thus, improve content, functionality, usability, and reliability of digital tools. However, digital tools still need to be piloted and evaluated in everyday care. In our focus groups, study participants confirmed that gp-multitool.de can be a relevant approach for overcoming deficits in the information needed for mutual prioritisation of treatments by GPs and patients.



KEYWORDS
multimorbidity, chronic diseases, shared decision making, digitalisation, clinical practice guidelines





Introduction

Multimorbidity, which is defined as the coexistence of multiple chronic diseases, is a highly prevalent condition affecting more than half of the older primary care patients (1). Many studies indicated that multimorbidity is associated with adverse outcomes such as functional decline, a higher mortality risk and increased healthcare utilisation, e.g., a higher rate of hospital admissions (2, 3). Multimorbidity is challenging for attending general practitioners (GPs), because interactions between diseases and treatments might occur, the benefits of the numerous simultaneous treatments are uncertain and potential harms could result (4). In addition, the management of multimorbidity in primary care demands extra time during consultations (5).

Single condition clinical practice guidelines (CPGs) usually don't consider the complex needs of patients with multimorbidity. They could even lead to an overly high treatment burden for patients, if several CPGs are applied simultaneously (6). After more than twenty-five years of research focusing on multimorbidity, we still have little knowledge about which treatments could improve patient-related outcomes (2). However, mutual prioritisation of treatments between GPs, who usually target the most threatening condition, and patients, who usually aim to reduce the most undesired symptoms, is probably one factor improving the effectiveness of multimorbidity interventions (7).

Generally, there are different options for addressing the complexity resulting from multimorbidity in CPGs (8). A CPG could (a) focus on one condition and take into account specific comorbidities, (b) take into account overall morbidity when focusing on one index condition, (c) focus on a specific combination of conditions, or (d) target multimorbidity itself. One example for the last option is the S3-level clinical practice guideline (CPG) “multimorbidity” (9, 10) by the professional society “Deutsche Gesellschaft für Allgemeinmedizin und Familienmedizin” (DEGAM) in Germany. Backbone of this guideline is the so called “meta-algorithm”, which focuses on mutual prioritisation of treatments and structures decision-making based on the patient's preferences and the medical history shared between GP and patient.

The CPG was piloted with nine GPs and ten patients. In a qualitative interview and focus group study, participants referred to the meta-algorithm as being helpful, but found it to be overly complex. The study participants suggested to develop a digital form of the CPG and advocated for supplementing the meta-algorithm with tools for assessing patient preferences, documenting the social situation and prioritising treatments (11). The strategy for digitalisation of the DEGAM emphasizes that involving users and piloting under real world conditions are important parameters in the development of digital solutions (12).

Following these suggestions, we developed gp-multitool.de, a digital tool supporting GPs in the evidence-based treatment of patients with multimorbidity. The tool was based on recommendations from the DEGAM CPG “multimorbidity”, and their specific implementation should consider needs and wants of GPs and their patients with multimorbidity. Therefore, we analysed the perspective of GPs and patients towards gp-multitool.de in order to improve the tool. Aim of this study was to examine themes of these discussions in order to identify which aspects are most important for GPs and patients in customising a digital tool.


Concept for gp-multitool.de

In order to support the evidence-based treatment of patients with multimorbidity, recommendations of the 2017 DEGAM CPG “multimorbidity” (9) were implemented in gp-multitool.de. Main functionalities comprised standardised assessments, which should aide GPs’ information management. Additionally, medication reviews and talks between GP and patient about assessment results were supported by the tool. Recommendations of the DEGAM CPG “multimorbidity” and their implementation in gp-multitool.de are shown in Table 1.


TABLE 1 Implementation of recommendations from the DEGAM CPG “multimorbidity” (2017).
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The implemented assessments were standardised, ie, each of them consisted of a predefined set of questions mostly with predefined answer categories. Assessments comprised two validated instruments for the assessment of social contacts (14) and psychiatric symptoms (15). Additionally, based on the literature (16–21), seven instruments were developed by the study team. They comprised prioritisation of treatment goals, assessments of control preferences, involvement of other healthcare professionals, activities and participation, treatment burden, problems with medication, pain, and other health complaints. The final versions of these instruments are shown in Boxes S1 through S7 in Supplementary Material.

We designed gp-multitool.de as web application for GPs and their practice teams. It facilitates sending hyperlinks to the standardised assessments by email. The assessments then can be completed by patients on any mobile or stationary digital device with browser and internet access. Screenshots of the questionnaires on mobile devices are shown in Figure 2. It is also possible to conduct and document assessments during consultations. Moreover, assessment forms can be printed by the GP, filled out by patients using pencil and paper and afterwards entered manually in the digital tool by the practice staff. GPs need to approve finished assessments, talk with patients about the results and they can document their mutual decisions in gp-multitool.de. A screenshot of these functions is shown in Figure 3. Additionally, the GP can access a history with older assessments and decisions.


[image: Figure 1]
FIGURE 1
Sitemap of gp-multitool.de. CPG, clinical practice guideline; DEGAM, Deutsche Gesellschaft für Allgemeinmedizin und Familienmedizin; PDF, adobe portable document format.
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FIGURE 2
Screenshots of patient assessments on mobile devices. Image © Janis Vernier 2022.
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FIGURE 3
Screenshot of GPs’ management of assessments.


The concept for gp-multitool.de also comprised other functions including easy access to structured literature search and a database of clinical practice guidelines relevant for primary care, which can be updated within gp-multitool.de by the study team. Moreover, systems for managing practices using gp-multitool.de, users within the practices and patients under treatment were implemented. A site map of gp-multitool.de including all available functions can be found in Figure 1.

Measures of data protection and data security were defined in a data protection concept including data protection impact assessment. We based this concept on the Standard Data Protection Model of the Conference of the Independent Data Protection Authorities of the Federal and State Governments in Germany (22) and the Technical Guideline for Security Requirements for eHealth Applications of the German Federal Office for Information Security (23). Additionally, the company NSF Prosystem GmbH, Hamburg, was consulted regarding requirements resulting from national and European law regulating medical devices. The application gp-multitool.de was programmed by Trinidat Software-Entwicklungs-GmbH, Düsseldorf, who also provide technical support.




Materials and methods

We conducted a qualitative study based on twelve focus groups with GPs and their patients. The first eight focus groups were conducted in parallel with the programming of gp-multitool.de. After the programming of a prototype was finished, gp-multitool.de was tested and discussed in four additional focus groups. The study was approved by the Ethics Committee of the Medical Association of Hamburg on 27 June and 5 September 2022 (file number 2022-100786-BO-ff) and reported according to the COREQ checklist (13).


Project advisory board

In order to facilitate patient and public involvement, a project advisory board was recruited, which consists of representatives of the patient organisation “Bundesarbeitsgemeinschaft Selbsthilfe e.V.”, the caregiver organisation “Wir pflegen e.V.”, the physician organisation “Deutscher Hausärzteverband Landesverband Niedersachsen e.V.”, the professional society DEGAM, the Schleswig-Holstein Association of Statutory Health Insurance Physicians, the health insurance company “Techniker Krankenkasse” and the private company “GAIA AG”. The board advised the research group on how to establish interests and concerns of patients and care providers in the design, implementation and evaluation of gp-multitool.de. For example, it commented on the recruitment process for the focus groups, assessed data protection and discussed functionality and usability of gp-multitool.de before the focus groups were conducted.



Researchers

The focus groups were conducted and analysed by three researchers. JN is a female health educator working as junior researcher at university. VJ is a female physician working in a regional hospital. IS is a male sociologist, doctor of philosophy and private lecturer for epidemiology and health care research working as senior researcher at university. JN and VJ were trained in qualitative research and supervised by IS. No researcher had any relationship with any study participant and, before participation, study participants had no relevant knowledge about the researchers.



Participants

Study participants were recruited in two steps. In the first step, 663 GPs in the region of Hamburg, Germany, and rural surroundings were identified using the websites of the regional Associations of Statutory Health Insurance Physicians and invited by mail to participate in the study. GPs were eligible if they worked as statutory health insurance physician. In case of interest, GPs declared their consent in a contract with the study centre.

The second step consisted in selecting patients by applying convenience sampling. Participating GPs were asked to identify up to six eligible patients from their practice and to invite them during their regular consultations to participate in the study. Patients were included, if they were 65 years or older and suffered from at least three chronic diseases. Patients were excluded if they had no capacity to consent (e.g., in case of dementia), if they were not able to participate because of medical reasons (e.g., severe psychiatric disease), if they were not able to hear, if they had insufficient German language skills or if they lived in a nursing home. Patients received study information by their GP and had to sign an informed consent sheet before participation.

Each focus group with GPs had between 4 and 6 participants and 5.3 ± 0.8 participants on average. In total, 32 GPs participated. Of those, three (9.4%) were 40 years or younger, four (12.5%) were between 41 and 50 years old, 22 (68.7%) were between 51 and 60 years old and three (9.4%) were older than 60 years. Most GPs (25; 78.1%) were women and 7 (21.9%) were men. Mostly experienced GPs were included into the sample. Only five GPs (15.6%) had been working for ten years or less in primary care, while six (18.8%) had been working between eleven and 20 years, 17 (53.1%) between 21 and 30 years, and four (12.5%) since more than 30 years.

Each focus group with patients had between 3 and 8 participants and 5.5 ± 2.1 participants on average. Of the 33 patients who participated, ten (30.3%) were between 65 and 70 years old, 19 (57.6%) between 71 and 80 years old, and four (12.1%) were 81 years or older. The fraction of women (19; 57.6%) in the sample was a little higher than the fraction of men (14; 42.4%). Educational level of twelve patients (36.4%) was primary, while 19 (57.6%) attained secondary education and two (6.1%) tertiary.



Focus groups

Four GP groups and four patient groups were used to discuss benefit, wording and risk of bias of the standardised assessments, before they were implemented in gp-multitool.de. The interviews were based on pre-defined semi-structured interview guides (24), which reflected our research aims and the CPG recommendations. Different interview guides were used for focus groups with GPs and patients (25, 26). Discussed stimuli in GP focus groups included:


	•Which information is beneficial for making treatment decisions with older patients with multimorbidity and which information is unnecessary or even harmful? Why?

	•Please think of older patients with multimorbidity that you know from your practice. Do you think they understand the questions and would they be able to give adequate answers? Which problems might occur and how could they be avoided?

	•Would you assume, that there is a risk of bias, e.g., due to social desirability? What is your experience in talking about these topics? Do you have any suggestions for framing or alternative wording?



Discussed stimuli in patient focus groups included:


	•How do you feel about your GP collecting information about you in this way?

	•Do you find the questions understandable? Why?

	•How would you feel about talking to your doctor about these issues?



The current versions of the assessments were shown during discussion. After each focus group, the seven self-developed assessments were modified considering the feedback of the study participants. The two validated instruments were discussed to evaluate if they were suitable for the target group, understandable and beneficial for treatment decisions, but not modified.

After programming of the prototype was finished, gp-multitool.de was tested and discussed in the remaining two GP groups and two patient groups. In the GP groups, all relevant functions with focus on patient management, management of assessments and medication reviews, data collection, presentation of results, and documentation of treatment decisions were tested and discussed afterwards. Stimuli in GP focus groups included:


	•Which problems do you expect when using gp-multitool.de? Which improvements would you like to see? Why?

	•What are your thoughts on the menu navigation? Is it intuitive and easy to use without further instructions?

	•Would you use the tool in this form in your practice? Why?



During the patient focus groups, data collection was tested on the patients’ own mobile devices and discussed afterwards. Discussion of assessments was also possible. Discussed stimuli included:


	•Were the provided texts helpful and understandable? Were all the buttons understandable and easy to find? Which questions came up? Which problems occurred? Why?

	•Were you able to operate the program? Which improvements would you like to see? Could you use the program on your own or would you need help from other people? Why?

	•How do you like the design of the application? How do you think about specific design elements, e.g., the presentation of answer categories, colour schemes, and font sizes?





Data collection

Study participants were contacted by email or telephone in order to coordinate dates for focus groups. Of the GP groups, one was conducted in person at the research institute and five were conducted online via WebEx. Of the patient focus groups, three were conducted in person at the research institute, two in person at a community centre in a rural area and one was conducted online via WebEx. Each focus group lasted approximately two hours. Most focus groups were moderated by two researchers (IS, JN) and in the other a third researcher (VJ) was involved. During the focus groups, a student assistant took field notes. All focus group discussions were audio recorded and transcribed verbatim.



Analysis

Transcripts were analysed using structuring content analysis (27) based on deductive and inductive coding. In a first step, categories were extracted from the interview guide. During coding, the category system was refined using the analysed data and relevant literature (28). Two researchers (JN, VJ) independently coded the data and developed the first category system. Codes and examples were discussed between JN, VJ, and IS until consensus was reached. Based on this consensus, the final category system was developed. MAXQDA Analytics Pro 2022 (version 22.3.0) was used to support data analysis.




Results

During the discussion of gp-multitool.de, ten themes emerged: acceptability, adequacy, correctness, relevance, reliability, security, suitability, understandability, usability, and validity. Operationalisation of the themes is shown in Table 2. The themes of the discussion of the different assessments and functions of gp-multitool.de are shown in Table 3. In Supplementary Table S1A through S1d in Supplementary Material, exemplary quotes of study participants are given.


TABLE 2 Operationalisation of themes in focus group discussions.
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TABLE 3 Themes by assessments and functions of gp-multitool.de.
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Assessments


Prioritisation of treatment goals

Prioritisation of treatment goals was one of the most discussed instruments. While most GPs found the assessment relevant, some also were concerned about acceptability. One patient emphasized that prioritization of treatment goals was not easy. There has been an extensive revision of this instrument based on feedback of the study participants in multiple focus groups. Several GPs recommended to change the wording, for example regarding the alternatives “to prolong life” vs. “to have a long life”, “to combat pain” vs. “to have little pain”, and “autonomy” vs. “independence”. Initially, treatment goals were rated on a percentage scale. In order to increase validity and suitability of the assessment, some GPs and patients suggested simply to rank the items according to their priority.



Control preferences and involvement of other healthcare professionals

Some GPs underlined the relevance of knowing the degree of control the patients prefer for their treatment and whether other people such as relatives or caregivers should be involved in treatment decisions. Other GPs emphasized that the assessment of control preferences could raise expectations they could not agree with. Some GPs questioned whether the assessment of control preferences was understandable, whether the wording was valid and whether it was suitable for the target group, e.g., whether patients could be overtaxed intellectually. Following this discussion, the first version of this assessment was replaced by a new version that was more in line with the GPs’ suggestions. Patients discussed understandability and adequacy of the assessment. For example, the first response option contained being “overwhelmed by having to make a decision”. One patient found this option not acceptable, while another patient underlined the validity of this option.



Social contacts

Initially, a summary score had been calculated from the assessment of social contacts. GPs and patients found the selected assessment relevant, but some GPs questioned the validity of the summary score. Instead, they suggested to use the existing item “satisfaction with the social situation” as alternative summary measure. They also discussed the adequacy of the introductory text of the instrument and suggested a more neutral wording. Items and response categories of the instrument were widely accepted among study participants and remained unchanged.



Activities and participation

Several GPs emphasized the relevance of the items, but criticised that the large range of functional levels included in the instrument which might impair the acceptability of the assessment. Some GPs suggested to change items and response categories in order to increase suitability, validity and acceptability of the assessment. For example, they recommend to shorten the sentences and proposed that “looking after the belongings” and “managing money” should be removed from the assessment. Moreover, they discussed which aspects should be included regarding “eating”, “keeping oneself mentally fit”, “physical activities”, and “social activities”. Patients discussed the relevance and validity of items and response categories. For example, they suggested to add the residual category “not applicable/not important for me” for every item, to include grandchildren and pets as examples for “those who depend on them”, and to focus more on sports and exercises regarding “physical activities”. Following the discussion, we removed seven of the original 15 items, added two, and completely revised another two items.



Problems with medication

GPs regarded the instrument as relevant, but suggested to shorten it and to change the introductions, specific items, and response categories in order to increase validity, suitability and acceptability of the assessment. Patients found the instrument relevant and understandable, discussed validity of items and response categories and suggested to differentiate between the different medications they use. Based on participants’ feedback, we reduced the number of response categories and removed three of the original five items, added one and split another item into two in order to allow for more differentiated answers.



Treatment burden

There was a controversial discussion among GPs regarding the relevance of the instrument and its specific items, e.g., “paying for the medication yourself”, “keeping agreed appointments”, “making lifestyle changes”, “being dependent on family and friends”, and “consultations in GP practices”. For example, some GPs emphasised that problems like transport could not be solved by GPs and they therefore did not want to raise false hopes by talking about these items.

GPs suggested to increase validity and suitability of the assessment by partially changing the wording and using only few response categories. They also commented on the scale, which specific response categories should be used, and they also found the specific items more helpful than a possible summary score. Following the discussions, we removed seven of the original 13 items, added three new items and completely revised another three items. We also reduced the number of response categories.



Pain

In order to increase validity of the instrument, GPs commented on items and response categories. For example, they debated if it was better to measure the location of every pain or only the pain with the highest intensity and if current pain intensity or average pain intensity should be measured. They also discussed the categories for the quality of pain and their wording, e.g., stabbing, dull or burning. GPs also commented on the adequacy and suitability of the illustrations used for localizing pain. For example, they discussed how to avoid discriminating against other cultures, how to represent different genders, and if the pictures accurately represented usual patients in the age group 65 years and older.

Patients found the assessment understandable and the illustrations helpful, but discussed the adequacy of the colour scheme used in the visual analogue scales. Most patients appreciated it or found it helpful, while one patient emphasized his perception of red as a signal colour. As presumed by GPs, some patients had problems to describe their pain qualities. One patient suggested to include subjective reasons for pain into the assessment. Based on the participants’ feedback, we changed the illustrations, removed two items, added another two, and completely revised three items.



Anxiety and depression

This instrument was well known by several study participants and some GPs already used it regularly in their consultation in pencil and paper form. These study participants reported positive experiences with its use in their elderly patient population. For these reasons, the instrument was implemented in gp-multitool.de without any changes.



Other health complaints

The patients found the instrument suitable and understandable, and several patients underlined the relevance of the instrument. The instrument also was seen as relevant and suitable by most GPs. However, GPs also gave many suggestions how to increase correctness and validity of the assessment. For example, they suggested to combine twelve specific items into five larger categories, divided one other specific item into two smaller categories, and seven items were seen as not relevant while two items were missed by some GPs and therefore added to the instrument. They also had suggestions how to refine the wording, the order of the items and the assignment of items to organ systems.




Functions


Medication reviews

GPs found the implemented invitation letter helpful and emphasised the importance of including over-the-counter drugs into the review, but had concerns regarding the duration of the medication reviews. Therefore, the respective wording was changed, but implemented procedures remained as intended.



Management of assessments, patients and users

After testing the tool, GPs emphasized the usability of patient and user data base and underlined that the tool was helpful by providing different digital assessments. GPs suggested to reduce the complexity of the tool and save user time by removing unnecessary functions from the GPs’ perspective such as a dash boards indicating new events. They also suggested to facilitate data exchange with their practice management systems, but this function could not be realised due to technical difficulties.

GPs found the presentation of assessment results useful, appreciated the colour scheme of the response categories and suggested to use only short text without examples when presenting results. They also discussed the relevance of reminders for patients to fill out digital assessments, the validity of assessment results over time and had suggestions for changing the wording in some functions. Generally, digital assessments were seen as good approach, but there was a controversial discussion if digital assessments were suitable for their older patients with multimorbidity. Some GPs suggested in this context that relatives could give support if patients faced problems in using the tool.

During the usability test of the assessments, patients identified that gp-multitool.de did not work the same way on different mobile devices, which had to be fixed. Generally, they found the tool convenient to use, but also had some suggestions on how to improve the usability of the assessments, e.g., by not using pre-filled radio buttons as default setting in the patient assessments. In the discussion, some GPs acknowledged the importance of data protection, but several patients stated that they were not concerned regarding this topic.



Literature search and CPG data base

GPs found the CPG data base and literature search usable, but there was a controversial discussion about the relevance of these functions. Some GPs found both helpful, but others stated that they would use other sources for finding literature and CPGs. The discussions did not result in any substantive changes in these functions.





Discussion


Statement of principal findings

For both GPs and patients, the relevance of assessments and functions was an intensively discussed theme. GPs did not want to raise false hopes by exploring topics they could not offer to help with. They also wanted to avoid unnecessary and time-consuming functions. Validity and suitability of the assessments were frequently discussed, but mostly by GPs. Sometimes, they suggested simplifying scales and response categories or including residual categories. Patients supported such changes.

Understandability was relevant for both, GPs and patients, and also a frequently discussed theme. In particular, they addressed possible misunderstandings due to the wording of items. Adequacy and acceptability were a thematic focus in less than half of the assessments. GPs and patients discussed if some items might be too intimate or even discriminatory or if they might overtax patients intellectually. Correctness of the items was intensively discussed, but mostly regarding the clustering of health complaints in one questionnaire.

GPs and patients assessed and in most cases confirmed usability of all functions, but patients suggested changes in default settings and GPs recommended to facilitate data exchange with GPs’ practice management systems. Reliability was an important aspect in the discussion of the management of assessments, patients and users, where study participants pointed to a few minor bugs that needed to be fixed. There was little discussion regarding data security. While some GPs considered it an important topic, most patients were unconcerned with this issue and open to share their data.



Strengths and limitations

The application “gp-multitool.de” was conceptualised as digital support for the implementation of the DEGAM CPG “multimorbidity”. As such, the concept was evidence-based. Patients and public have been involved via the project advisory board. And needs and wants of the target groups have been integrated by considering the feedback given in the focus groups described here.

In the focus groups, both, the healthcare providers’ and consumers’ perspectives have been taken into account which facilitates exploring complementary or even contradictory views (29). Also, patients and GPs of different sexes, age groups, experience and educational levels are represented in our sample. Moreover, intersubjective comprehensibility and credibility of the results have been enhanced by two researchers independently coding the material and consensus regarding the category system between three researchers.

Limitations include low response rate of GPs and self-selection of participants, which could result in higher probability for participation of individuals with certain characteristics (30, 31). For example, patients with higher symptom burden and GPs with higher affinity for digitalisation could have been more motivated to participate. Still, some participating GPs were sceptical or even rejected the idea of digital exchange of information between GPs and patients. Another group that may be underrepresented in our study are patients who do not have the necessary resources and skills to handle digital assessments. Therefore, sometimes the discussion of suitability did not include the concerned persons.

In order to receive advice of the target groups regarding how to improve gp-multitool.de, we discussed the quality of the tool in semi-structured focus group discussions. With this approach, we neglected standardised methods for quality assessment of technology like UTAUT (“unified theory of acceptance and use of technology”) (32) and possibly missed specific details on the acceptance of gp-multitool.de.

In our study, GPs and patients discussed separately, i.e., patients could not reply to comments of GPs and vice versa. Therefore, misunderstanding of patients about the perspective of GPs and misunderstandings of GPs about the perspective of patients could not be identified in our study. Also, it is possible that views on data protection and other aspects of the tool are varying in other regions of the world due to different cultural identities and healthcare systems.



Comparison with the literature

Focus group discussions are often used for developing new scales (33–35), or to assess face and content validity of existing scales (36–38). Also, qualitative studies can support the development of digital tools. For example, in a study from Norway, interviews, focus groups and a workshop were used to accompany content and system development of a digital tool supporting shared decision making in the health care for patients with chronic conditions (39). In our study, a similar approach was used by refining content, functionality, usability and reliability of gp-multitool.de via focus group discussions. In line with other studies (40, 41), our results showed that comprehensibility and acceptability needed to be improved.

In addition to the wording and content of the questionnaires, the participants also discussed the relevance of the surveyed topics. Similar to a Swedish focus group study on attitudes towards digital questionnaires to prepare medical appointments for patients with diabetes (42), both, physicians and patients welcomed that gp-multitool.de supports a more active participation of patients in medical decision making. In contrast to the cited paper, the specific wording of items was of high relevance to the physicians in our study. For example, they wanted to avoid misunderstandings or to raise false expectations in their patients with multimorbidity, which punctually led to extensive rewording and revising of the assessments.

One factor that was particularly discussed by the participating GPs was the risk of revealing problems that, on the one hand, cannot be ignored, but, on the other hand, could not be addressed, e.g., due to time constraints. In another interview study (43) using a digital tool to assess patient-reported outcomes prior to healthcare visits, many issues were uncovered by healthcare professionals, but they had little time to resolve these issues, which was experienced as challenging by study participants. In gp-multitool.de, we revised content and functions, which lead to undesirable side effects from the perspective of the target groups.

In our study, there was a large difference between GPs and patients regarding the subjective importance of data security. While GPs generally stressed the relevance of security aspects, many patients did not see data security as a priority. Other studies on this subject show conflicting results. For example, in a German mixed methods study on privacy and data protection in eHealth, older patients with worse health condition had less concerns about privacy and data protection than younger and healthier patients (44). Another mixed methods study about privacy concerns of older adults using voice assistant systems came to similar conclusions (45). In contrast, several other studies stressed a higher awareness and more cautious behaviour among older people (46–48).



Implications

In many countries including Germany, policy makers advocate for speeding up processes of digitalisation, particularly in the medical care system (49–52). This requires the development of manifold digital solutions. Digital tools can help to reduce the high level of complexity, which often applies to the care of older patients, in particular, in case of multimorbidity (53–55). Our study indicated that focus groups can be used to customize digital tools according to the needs and wants of the target groups and thus, improve content, functionality, usability, and reliability of such tools. However, this is only a first step in participatory development. The next steps are to pilot and evaluate the digital tools in everyday care to assess if they are feasible for implementing in healthcare, and effective in improving patient-relevant outcomes (60, 61).

Central aim of gp-multitool.de was evidence-based digital support for mutual prioritisation of treatments between GPs and patients. Many studies indicated deficits in the knowledge needed for this process. For example, a study from the Netherlands (56) showed low agreement in prioritisation of treatment goals of patients and the perception of both their GPs and medical specialists. Similar results were found for other topics assessed in gp-multitool.de. For example, GPs had little knowledge on patients’ social relations and feelings of loneliness (57). And information management regarding medication adherence needed to be improved, both regarding methods for assessing non-adherence (58), and GPs’ and patients’ knowledge of adherence problems (59). In our focus group study, both, patients and GPs confirmed that gp-multitool.de can be one relevant approach for overcoming these deficits in multiple dimensions.




Data availability statement

The raw data supporting the conclusions of this article will be made available by the authors, without undue reservation.



Ethics statement

The studies involving humans were approved by Ethics Committee of the Medical Association of Hamburg. The studies were conducted in accordance with the local legislation and institutional requirements. The participants provided their written informed consent to participate in this study.



Author contributions

IS: Conceptualization, Formal Analysis, Funding acquisition, Investigation, Methodology, Software, Supervision, Visualization, Writing – original draft. VJ: Formal Analysis, Investigation, Writing – review & editing. VP: Writing – review & editing. DL: Writing – review & editing. MS: Writing – review & editing. JN: Conceptualization, Formal Analysis, Investigation, Project administration, Software, Writing – original draft.



Funding

The author(s) declare financial support was received for the research, authorship, and/or publication of this article. This study was part of the MultiTool study funded by the German Federal Ministry of Education and Research in Germany (BMBF). The grant number is 01GY2109. We also acknowledge financial support from the Open Access Publication Fund of UKE—Universitätsklinikum Hamburg-Eppendorf. The funders had no role in study design, data collection and analysis, decision to publish, or preparation of the manuscript.



Acknowledgments

We acknowledge advice regarding the design of the tool and the focus group study by Hannelore Loskill, Monika Lutz, Andreas Meusch, Björn Meyer, Monika Schliffke, Kristina Spöhrer, and Jeannine Schuebel. We would also like to thank Tina Mallon for critical revision of the manuscript.



Conflict of interest

MS, DL and IS are co-authors of the clinical practice guideline “multimorbidity” of the Deutsche Gesellschaft für Allgemeinmedizin und Familienmedizin.

The remaining authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

The author(s) declared that they were an editorial board member of Frontiers, at the time of submission. This had no impact on the peer review process and the final decision.



Publisher's note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



Supplementary material

The Supplementary Material for this article can be found online at: https://www.frontiersin.org/articles/10.3389/fdgth.2025.1499333/full#supplementary-material



References

1. Violan C, Foguet-Boreu Q, Flores-Mateo G, Salisbury C, Blom J, Freitag M, et al. Prevalence, determinants and patterns of multimorbidity in primary care: a systematic review of observational studies. PLoS One. (2014) 9:e102149. doi: 10.1371/journal.pone.0102149

2. Xu X, Mishra GD, Jones M. Evidence on multimorbidity from definition to intervention: an overview of systematic reviews. Ageing Res Rev. (2017) 37:53–68. doi: 10.1016/j.arr.2017.05.003

3. Marengoni A, Angleman S, Melis R, Mangialasche F, Karp A, Garmen A, et al. Aging with multimorbidity: a systematic review of the literature. Ageing Res Rev. (2011) 10:430–9. doi: 10.1016/j.arr.2011.03.003

4. Tinetti ME, Fried TR, Boyd CM. Designing health care for the most common chronic condition–multimorbidity. JAMA. (2012) 307:2493–4. Erratum in: JAMA. 2012;308:238. doi: 10.1001/jama.2012.5265

5. Wallace E, Salisbury C, Guthrie B, Lewis C, Fahey T, Smith SM. Managing patients with multimorbidity in primary care. BMJ. (2015) 350:h176. doi: 10.1136/bmj.h176

6. Buffel du Vaure C, Ravaud P, Baron G, Barnes C, Gilberg S, Boutron I. Potential workload in applying clinical practice guidelines for patients with chronic conditions and multimorbidity: a systematic analysis. BMJ Open. (2016) 6:e010119. doi: 10.1136/bmjopen-2015-010119

7. Kastner M, Hayden L, Wong G, Lai Y, Makarski J, Treister V, et al. Underlying mechanisms of complex interventions addressing the care of older adults with multimorbidity: a realist review. BMJ Open. (2019) 9:e025009. doi: 10.1136/bmjopen-2018-025009

8. Uhlig K, Leff B, Kent D, Dy S, Brunnhuber K, Burgers JS, et al. A framework for crafting clinical practice guidelines that are relevant to the care and management of people with multimorbidity. J Gen Intern Med. (2014) 29:670–9. doi: 10.1007/s11606-013-2659-y

9. Scherer M, Dubben HH, Hansen H, Lühmann D, Schäfer I, Szescenyi J, et al. Multimorbidität. S3-Leitlinie. AWMF-Register-Nr. 053-047. DEGAM-Leitlinie Nr. 20. Berlin: Deutsche Gesellschaft für Allgemeinmedizin und Familienmedizin (DEGAM) (2017).

10. Scherer M, Lühmann D, Muche-Borowski C, Schäfer I, Hansen H. Multimorbidität. S3-Leitlinie. AWMF-Register-Nr. 053-047. DEGAM-Leitlinie Nr. 20. Berlin: Deutsche Gesellschaft für Allgemeinmedizin und Familienmedizin (DEGAM) (2017). Available online at: https://register.awmf.org/de/leitlinien/detail/053-047 (accessed September 20, 2024).

11. Mühlhäuser U, Götz K, Weinmayr LM, Steinhäuser J. DEGAM-Leitlinie “Multimorbidität”im praxistest. [DEGAM-guideline “multimorbidity”. A field test.]. Z Allg Med. (2018) 94:64–9. doi: 10.3238/zfa.2018.0064-0069

12. Deutsche Gesellschaft für Allgemeinmedizin und Familienmedizin. Chancen Nutzen, Risiken Minimieren. Berlin: Digitalstrategie der DEGAM. Positionspapier (2021).

13. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist for interviews and focus groups. Int J Qual Health Care. (2007) 19:349–57. doi: 10.1093/intqhc/mzm042

14. Nikolaus T, Specht-Leible N, Bach M, Oster P, Schlierf G. Soziale aspekte bei diagnostik und therapie hochbetagter patienten. Erste erfahrungen mit einem neu entwickelten fragebogen im rahmen des geriatrischen assessment [social aspects in diagnosis and therapy of very elderly patients. Initial experiences with a newly developed questionnaire within the scope of geriatric assessment]. Z Gerontol. (1994) 27:240–5.7975814

15. Löwe B, Wahl I, Rose M, Spitzer C, Glaesmer H, Wingenfeld K, et al. A 4-item measure of depression and anxiety: validation and standardization of the patient health questionnaire-4 (PHQ-4) in the general population. J Affect Disord. (2010) 122:86–95. doi: 10.1016/j.jad.2009.06.019

16. Fried TR, Tinetti M, Agostini J, Iannone L, Towle V. Health outcome prioritization to elicit preferences of older persons with multiple health conditions. Patient Educ Couns. (2011) 83:278–82. doi: 10.1016/j.pec.2010.04.032

17. Degner LF, Sloan JA, Venkatesh P. The control preferences scale. Can J Nurs Res. (1997) 29:21–43.9505581

18. Wilkie R, Peat G, Thomas E, Hooper H, Croft PR. The keele assessment of participation: a new instrument to measure participation restriction in population studies. Combined qualitative and quantitative examination of its psychometric properties. Qual Life Res. (2005) 14:1889–99. doi: 10.1007/s11136-005-4325-2

19. Von Korff M, Ormel J, Keefe FJ, Dworkin SF. Grading the severity of chronic pain. Pain. (1992) 50:133–49. doi: 10.1016/0304-3959(92)90154-4

20. Duncan P, Murphy M, Man MS, Chaplin K, Gaunt D, Salisbury C. Development and validation of the multimorbidity treatment burden questionnaire (MTBQ). BMJ Open. (2020) 8:e019413. doi: 10.1136/bmjopen-2017-019413

21. Thompson K, Kulkarni J, Sergejew AA. Reliability and validity of a new medication adherence rating scale (MARS) for the psychoses. Schizophr Res. (2000) 42:241–7. doi: 10.1016/S0920-9964(99)00130-9

22. Konferenz der unabhängigen Datenschutzaufsichtsbehörden des Bundes und der Länder. Das Standard-Datenschutzmodell Eine Methode zur Datenschutzberatung und -prüfung auf der Basis Einheitlicher Gewährleistungsziele. Ansbach: AK Technik der Konferenz der unabhängigen Datenschutzaufsichtsbehörden des Bundes und der Länder (2022). (accessed November 24, 2022).

23. Bundesamt für Sicherheit in der Informationstechnik. Technische Richtlinie BSI TR-03161. Anforderungen an Anwendungen im Gesundheitswesen. Bonn: Teil 2: Web-Anwendungen (2022). (accessed May 8, 2022).

24. Kvale S. Doing Interviews. London: SAGE (2008).

25. Pohontsch NJ, Müller V, Brandner S, Karlheim C, Jünger S, Klindtworth K, et al. Gruppendiskussionen in der Versorgungsforschung – Teil 1: Einführung und Überlegungen zur Methodenwahl und Planung. Das Gesundheitswesen. (2018) 80:864–70. doi: 10.1055/s-0043-104379

26. Xyländer M, Kleineke V, Jünger S, Klindtworth K, Karlheim C, Steffen H, et al. Gruppendiskussionen in der Versorgungsforschung – Teil 2:Überlegungen zum Begriff der Gruppe, zur Moderation und Auswertung vonGruppendiskussionen sowie zur Methode der Online-Gruppendiskussion. Das Gesundheitswesen. (2020) 82:998–1007. doi: 10.1055/a-0882-6325

27. Kuckartz U. Qualitative Text Analysis: A Guide to Methods, Practice and Using Software. 2nd ed London: Sage (2014). doi: 10.4135/9781446288719

28. Reh@pp-Quality. App-QKK. App-Qualitätskriterienkatalog. Dortmund: Technische Universität Dortmund (2016). Available online at: http://www.rehatechnologie.fk13.tu-dortmund.de/rehapp/Medienpool/Dateien-zum-Download/App-QKK.pdf (accessed December 18, 2024)

29. Kendall M, Murray SA, Carduff E, Worth A, Harris F, Lloyd A, et al. Use of multiperspective qualitative interviews to understand patients’ and carers’ beliefs, experiences, and needs. BMJ. (2009) 339:b4122. doi: 10.1136/bmj.b4122

30. Haynes A, Robinson E. Who are we testing? Self-selection bias in laboratory-based eating behaviour studies. Appetite. (2019) 141:104330. doi: 10.1016/j.appet.2019.104330

31. Kaźmierczak I, Zajenkowska A, Rogoza R, Jonason PK, Ścigała D. Self-selection biases in psychological studies: personality and affective disorders are prevalent among participants. PLoS One. (2023) 18:e0281046. doi: 10.1371/journal.pone.0281046

32. Venkatesh V, Morris MG, Davis GB, Davis FD. User acceptance of information technology: toward a unified view. MIS Q. (2003) 27:425–78. doi: 10.2307/30036540

33. Pusic AL, Klassen AF, Scott AM, Klok JA, Cordeiro PG, Cano SJ. Development of a new patient-reported outcome measure for breast surgery: the BREAST-Q. Plast Reconstr Surg. (2009) 124(2):345–53. doi: 10.1097/PRS.0b013e3181aee807

34. Cha H, Lee K. Development of health belief in emerging infectious respiratory disease preventive behaviors’ scale. Nurs Health Sci. (2022) 24(2):508–18. doi: 10.1111/nhs.12948

35. Mohseni F, Mohammadi A, Mafinejad MK, Gruppen LD, Khajavirad N. Development and validation of conflict management attitude questionnaire for medical students. BMC Med Educ. (2022) 22(1):860. doi: 10.1186/s12909-022-03928-0

36. Harris K, Søfteland E, Moi AL, Harthug S, Ravnøy M, Storesund A, et al. Development and validation of patients’ surgical safety checklist. BMC Health Serv Res. (2022) 22(1):259. doi: 10.1186/s12913-022-07470-z

37. Roemer EC, Kent KB, Goetzel RZ, Calitz C, Mills D. Reliability and validity of the American Heart Association’s workplace health achievement Index. Am J Health Promot. (2022) 36(1):148–54. doi: 10.1177/08901171211022925

38. Elliott K, Dukes KC, Barlow PB, Kossioni A, Marchini L. Ageism scale for dental students (ASDS): a focus group review of content validity. Spec Care Dentist. (2024) 44(4):1135–45. doi: 10.1111/scd.12960

39. Seljelid B, Varsi C, Solberg Nes L, Stenehjem AE, Bollerslev J, Børøsund E. Content and system development of a digital patient-provider communication tool to support shared decision making in chronic health care: InvolveMe. BMC Med Inform Decis Mak. (2020) 20:46. doi: 10.1186/s12911-020-1065-8

40. Carvajal-Velez L, Ottman K, Ahs JW, Li GN, Simmons J, Chorpita B, et al. Translation and adaptation of the revised children’s anxiety and depression scale: a qualitative study in Belize. J Adolesc Health. (2023) 72(1S):S34–9. doi: 10.1016/j.jadohealth.2022.05.026

41. Shao JH, Chuang YH, Chen SH. A multi-perspective focus-group approach to revise items in a dietary self-efficacy scale for older Taiwanese adults. Collegian. (2015) 22(1):83–90. doi: 10.1016/j.colegn.2013.11.007

42. Eeg-Olofsson K, Johansson UB, Linder E, Leksell J. Patients’ and health care professionals’ perceptions of the potential of using the digital diabetes questionnaire to prepare for diabetes care meetings: qualitative focus group interview study. J Med Internet Res. (2020) 22(8):e17504. doi: 10.2196/17504

43. Skovlund SE, Troelsen LH, Noergaard LM, Pietraszek A, Jakobsen PE, Ejskjaer N. Feasibility and acceptability of a digital patient-reported outcome tool in routine outpatient diabetes care: mixed methods formative pilot study. JMIR Form Res. (2021) 5:e28329. doi: 10.2196/28329

44. Wilkowska W, Ziefle M. Privacy and data security in E-health: requirements from the user’s perspective. Health Informatics J. (2012) 18:191–201. doi: 10.1177/1460458212442933

45. Spangler HB, Driesse TM, Lynch DH, Liang X, Roth RM, Kotz D, et al. Privacy concerns of older adults using voice assistant systems. J Am Geriatr Soc. (2022) 70:3643–47. doi: 10.1111/jgs.18009

46. Haunschild IMS, Leipold B. The use of digital Media and security precautions in adulthood. Human Behav Emerg Technol. (2023) 5:1. doi: 10.1155/2023/1436710

47. Zeissig EM, Lidynia C, Vervier L, Gadeib A, Ziefle M. Online privacy perceptions of older adults. In: Zhou J, Salvendy G, editors. Human Aspects of IT for the Aged Population. Applications, Services and Contexts. ITAP 2017. Lecture Notes in Computer Science. Cham: Springer (2017). p. 181–200. doi: 10.1007/978-3-319-58536-9_16

48. Malatji WR, VanEck R, Zuva T. The role of gender, age and cultural differences in online information disclosure and privacy: a systematic review. In: Silhavy R, editor. Software Engineering Perspectives in Systems. CSOC 2022. Lecture Notes in Networks and Systems. p. 737–51. Cham: Springer (2022). doi: 10.1007/978-3-031-09070-7_61

49. Odone A, Buttigieg S, Ricciardi W, Azzopardi-Muscat N, Staines A. Public health digitalization in Europe. Eur J Public Health. (2019) 29(Supplement_3):28–35. Erratum in: Eur J Public Health. 2021;31:e1. doi: 10.1093/eurpub/ckaa083. doi: 10.1093/eurpub/ckz161

50. Bundesärztekammer. Thesen zur Weiterentwicklung der ärztlichen Patientenversorgung Durch Digitalisierung. Bericht aus den Werkstattgesprächen mit Entscheidungsträgern von Spitzenorganisationen im Gesundheitswesen Sowie Chancen, Risiken, Anforderungen aus Sicht der Bundesärztekammer. Berlin: Bundesärztekammer (2021).

51. Bundestag D. Gesetz für Eine Bessere Versorgung Durch Digitalisierung und Innovation (Digitale-Versorgung-Gesetz). Berlin: Bundesgesetzblatt (2019). (accessed December 9, 2019).

52. Bundestag D. Gesetz zur Beschleunigung der Digitalisierung des Gesundheitswesens (Digtal-Gesetz—digiG). Berlin: Bundesgesetzblatt (2024). (accessed March 22, 2024).

53. Hassaine A, Salimi-Khorshidi G, Canoy D, Rahimi K. Untangling the complexity of multimorbidity with machine learning. Mech Ageing Dev. (2020) 190:111325. doi: 10.1016/j.mad.2020.111325

54. Woodman RJ, Mangoni AA. A comprehensive review of machine learning algorithms and their application in geriatric medicine: present and future. Aging Clin Exp Res. (2023) 35:2363–97. doi: 10.1007/s40520-023-02552-2

55. Skou ST, Mair FS, Fortin M, Guthrie B, Nunes BP, Miranda JJ, et al. Multimorbidity. Nat Rev Dis Primers. (2022) 8:48. doi: 10.1038/s41572-022-00376-4

56. Festen S, Stegmann ME, Prins A, van Munster BC, van Leeuwen BL, Halmos GB, et al. How well do healthcare professionals know of the priorities of their older patients regarding treatment outcomes? Patient Educ Couns. (2021) 104:2358–63. doi: 10.1016/j.pec.2021.02.044

57. Due TD, Sandholdt H, Siersma VD, Waldorff FB. How well do general practitioners know their elderly patients’ social relations and feelings of loneliness? BMC Fam Pract. (2018) 19:34. doi: 10.1186/s12875-018-0721-x

58. Freier C, Heintze C, Herrmann WJ. Prescribing and medical non-adherence after myocardial infarction: qualitative interviews with general practitioners in Germany. BMC Fam Pract. (2020) 21:81. doi: 10.1186/s12875-020-01145-6

59. Moreau A, Aroles V, Souweine G, Flori M, Erpeldinger S, Figon S, et al. Patient versus general practitioner perception of problems with treatment adherence in type 2 diabetes: from adherence to concordance. Eur J Gen Pract. (2009) 15:147–53. doi: 10.3109/13814780903329510

60. Conn VS, Algase DL, Rawl SM, Zerwic JJ, Wyman JF. Publishing pilot intervention work. West J Nurs Res. (2010) 32:994–1010. doi: 10.1177/0193945910367229

61. Teresi JA, Yu X, Stewart AL, Hays RD. Guidelines for designing and evaluating feasibility pilot studies. Med Care. (2022) 60:95–103. doi: 10.1097/MLR.0000000000001664



OPS/xhtml/Nav.xhtml




Contents





		Cover



		Integrating general practitioners’ and patients’ perspectives in the development of a digital tool supporting primary care for older patients with multimorbidity: a focus group study

		Introduction



		Concept for gp-multitool.de











		Materials and methods



		Project advisory board



		Researchers



		Participants



		Focus groups



		Data collection



		Analysis











		Results



		Assessments



		Prioritisation of treatment goals



		Control preferences and involvement of other healthcare professionals



		Social contacts



		Activities and participation



		Problems with medication



		Treatment burden



		Pain



		Anxiety and depression



		Other health complaints











		Functions



		Medication reviews



		Management of assessments, patients and users



		Literature search and CPG data base



















		Discussion



		Statement of principal findings



		Strengths and limitations



		Comparison with the literature



		Implications











		Data availability statement



		Ethics statement



		Author contributions



		Funding



		Acknowledgments



		Conflict of interest



		Publisher's note



		Supplementary material



		References



















OPS/images/cover.jpg
, frontiers ‘ Frontiers in Digital Health

Integrating general practitioners’ and patients’
perspectives in the development of a digital
tool supporting primary care for older
patients with multimorbidity: a
focus group study







OPS/images/fdgth-07-1499333-t003.jpg
Acceptability Adequacy | Correctness | Relevance | Reliability | Security | Suitability | Understandability | Usability | Validity

Prioritisation of treatment goals X - X X X X
Control preferences and involvement of other healthcare X X = X = = 3 X = X
professionals
Social contacts - % - X - N - - - X
Activities and X = - % = = X = = X
Problems with medication X - - X - - X X - X
Treatment burden = = = % = N X = = X
Pain - X - - = . X X = X
Anxiety and depression - e = X & = = =
Other health complaints - - X X - - X X - X
Medication reviews X X = X - N X - X -
of assessments, patients and users = = = % X X X X X X
Literature search and CPG data base - - - x - - = - X B

X, the respective topic was discussed; —, the respective topic was not discussed.







OPS/images/fdgth-07-1499333-t001.jpg
Recommendation in DEGAM CPG “multimorbidity”

Implementation in gp-multitool.de

When determining patient preferences and values, the following aspects should
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(b)  Preventing specific events (e.g. stroke);

(c) Minimising side effects of medication;

(d) Reducing the burden of treatment;

() Prolonging life.

Patients’ attitudes towards their therapy and its potential benefits are to be explored.

It should be clarified with the patient whether and to what extent partners, relatives or

caregivers should be involved in important care decisions

Standardised assessments of
+ Prioritisation of treatment goals,

+ Control preferences,

« Activities and participation,

+ Social contacts,

+ Pain,

+ Anxiety and depression,

« Other health complaints,

+ Treatment burden, and

+ Preferences for involvement of partners, relatives and caregivers.

Continuous comparison of patient’s and physician’s priorities is the essential prerequisite for
good decisions. Every decision should be made against the background of patient
preferences, which often only develop during the discussion, and the joint prioritization of
treatment goals. This can refer to both increasing and decreasing the intensity of treatment.
In this case, a comparison should be made between the physician’s prioriies (e.g, prevention
of avoidably dangerous courses of disease) and the patient’s priorities (e.g, fear of loss

of autonomy).

It should be determined whether other medical or edical healtheare

+ Reminder for discussions between physician and patient regarding the
results of standardised assessments and “brown bag” review of medication.
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If multiple health professionals are involved in the treatment of patients with
multimorbidity (patient, specialists, family doctor, relatives, nursing staff), they should
coordinate diagnosis and therapy.

Assessment of i of other healthcare professionals.

During drug treatment, the medication actually used should be evaluated. At the same time,
misunderstandings about indication, effect and method of intake or application should be
clarified and eliminated.

+ “Brown bag” medication review.
+ Standardised assessment of problems with medication.
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