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Abstract: Evidence-based clinical guidelines generally consider single conditions, and rarely mul-
timorbidity. We developed an evidence-based guideline for a structured care program to man-
age polypharmacy in multimorbidity by using a realist synthesis to update the German polyphar-
macy guideline including the following five methods: formal prioritization in focus groups; sys-
tematic guideline review of evidence-based multimorbidity/polypharmacy guidelines; evidence
search/synthesis and recommendation development; multidisciplinary consent of recommendations;
feasibility test of updated guideline. We identified the need for a better description of the target
group, decision support, prioritization of medication, consideration of patient preferences and anti-
cholinergic properties, and of healthcare interfaces. We conducted a systematic guideline review of
eight guidelines and extracted and synthesized recommendations using the Ariadne principles. We
also included 48 systematic reviews. We formulated and agreed upon 34 recommendations for the
revised guideline. During the feasibility test, guideline use enabled 57% of GPs to identify problems,
leading to medication changes in 49% and self-assessed improvement in 56% of patients. Although
58% of GPs felt that it was too long, 92% recommended it. Polypharmacy should be systematically
reviewed at least annually. Patients, family members, and healthcare professionals should monitor
and adjust it using prospective process validation, taking into account patient preferences and agreed
treatment goals.
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1. Introduction

Multimorbidity, defined as the presence of two or more simultaneous chronic health
conditions in an individual, is becoming the norm in general practice [1]. Multimorbidity
leads to polypharmacy, non-adherence to medication regimens, increased use of potentially
inappropriate medications [2], omissions [3], high utilization of healthcare resources use
and increased cost [4].

In order to improve the care of patients with chronic diseases, health care systems
worldwide have developed and implemented so-called disease management programs
(DMPs). In Germany, DMPs are accessible for patients insured by the statutory health
insurance. DMPs are available for chronic diseases such as asthma, COPD or diabetes and
aim to improve patients’ quality of life as well as the medical care of patients as a whole [5].
DMPs are based on evidence-based clinical guidelines. Evidence-based clinical guidelines
have been introduced for chronic conditions to set standards of care and reduce variation in
treatments. However, these guidelines generally consider only single conditions and rarely
take into account the co-occurrence of multiple chronic conditions [6]. As a consequence,
existing DMPs mainly focus on the single-disease paradigm and are therefore not suitable
for patients with polypharmacy and multimorbidity.

A rising awareness of polypharmacy in general practice was the reason behind the
development of the first German evidence-based guideline on polypharmacy, completed in
2013. The current paper describes how we systematically updated the evidence for this
guideline based on a realist synthesis. Our objective was to develop a guideline for use
in a polypharmacy management program and to take into account user and healthcare
priorities, formulate recommendations for consensus with multiple stakeholders, and test
its feasibility prior to authorization. By doing so, we expected to increase feasibility and
user acceptance.

This project is part of the EVITA project (Evidence-based Polypharmacy Program with
Implementation in Health Care). The aim of this guideline update was to provide evidence-
based decision support for a structured care program for polypharmacy in multimorbidity.

2. Materials and Methods

To systematically update the existing guideline on polypharmacy, we performed
a realist synthesis. Realist synthesis has proved themselves as a suitable approach for
synthesizing evidence because it also considers why, how and under what conditions
interventions work or do not work [7,8]. The process of a realist synthesis is comparable
to systematic review and is further characterized by a strong focus on understanding
the underlying causal mechanisms and a continuous involvement of stakeholders in all
phases [8,9]. It allows implementation researchers to systematically and transparently
synthesize relevant evidence, to account for contextual factors, and to examine mechanisms
of action in a particular context [8].

A realist synthesis consists of four stages:

1. Defining the scope of the review;
2. Searching and appraising the evidence;
3. Extracting and synthesizing findings;
4. Drawing conclusions and making recommendations [8,10].

The methods used for the planned guideline update are described in Table 1.
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Table 1. Stages and methods of the realist synthesis.

Stage Methods Aim

Define the scope of the review 1. Focus groups with GPs To discuss the first version of the polypharmacy guideline, and to
identify need for changes and prioritize issues of interest

Search for and appraise the
evidence 2. Systematic guideline review [11]

3. Evidence searches
To identify, analyze and synthesize evidence-based
recommendations from international guidelines on

multimorbidity and polypharmacy, and from systematic reviewsExtract and synthesize findings

Develop narrative
4. Guideline update by the LLGH and

inter-professional consensus conference

To update the guideline, formulate recommendations and achieve
consensus among stakeholders/authorized experts on

recommendations for the guideline.
5. Feasibility test Pilot-test the new guideline under field conditions

GPs—general practitioners; LLGH—Leitliniengruppe Hessen.

The following stakeholders were included in multiple stages of the realist synthesis:
The Leitliniengruppe Hessen (LLGH, Guideline Group of General Practitioners in Hesse),
which consists of general practitioners who are especially trained in pharmacotherapy and
quality circle work. They have developed several GP guidelines since 1998 and were deeply
consulted in the following key stages of the synthesis: definition of scope, discussion and
appraisal of evidence, formulation of recommendations, discussion and interpretation of
practice test results.

In addition, 18 international and multidisciplinary experts (geriatrics, primary care,
public health and health services research, epidemiology and pharmacy/pharmacology)
were involved in the discussion and appraisal of evidence. These experts participated in a
workshop, which was part of a 2-day symposium [12].

The developed recommendations were consented among the LLGH and authorized
experts/representatives from other relevant medical disciplines/societies (AkdÄ—Drug
Commission of the German Medical Association; AMK—Drug Commission of the German
Pharmacist Association; DDG—German Diabetes Association, DEGAM—German College
of General Practitioners and Family Physicians; DGfN—German Society of Nephrology;
DGG—German Geriatric Society; DGGG—German Society of Gerontology and Geriatrics,
DGIM—German College of Internal Medicine; DGK—German Cardiac Society; DGPPN—
German Association for Psychiatry, Psychotherapy and Psychosomatics; German Pain
Association; GAA—Society for Drug Utilisation Research and Pharmacoepidemiology;
LLGH—Guideline Group of General Practitioners in Hesse; patient representative of the
Federal Joint Committee; care expert).

3. Results
3.1. Define the Scope of the Review
Focus Groups with General Practitioners

To define the scope of the planned guideline update, we first carried out two focus
group discussions with 30 general practitioners (GPs). Our aim was to identify key at-
tributes for the updated guideline, the overall need for change, and further topics that
should be considered in evidence searches. The focus groups were moderated by a senior
researcher (C.M.), and notes from the discussions were taken and analyzed by the senior re-
searcher (C.M.) and two research fellows (T.S.D. and B.F.). After completion of the analyses,
the results were presented to and discussed with the LLGH (moderated by C.M. and I.S.),
and topics for possible inclusion in the planned guideline update were formally prioritized.

During the focus groups, we recognized that the guideline structure would have to
be improved in order to support its acceptance and implementation. To address topics
of interest identified in the groups, we also decided to conduct a systematic review of
evidence-based guidelines on multimorbidity and polypharmacy (see Section 3.2.1), as well
as evidence searches based on systematic reviews (see Section 3.2.2). The topics of interest
were as follows:

• Identification of the target group;
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• Decision support in de-prescribing; prioritization of medication considering patient
preferences and anticholinergic properties;

• Medication plan and monitoring;
• Healthcare interfaces.

Other key questions concerned how to collect information on patients’ medication,
how to recognize medication-related risks, how to monitor symptoms, and how to avoid
inappropriate medications. It was further decided not only to update but also to upgrade
the existing guideline on polypharmacy from level S2e to level S3 (S2e: evidence-based
guideline (incl. systematic searches, selection and appraisal of evidence); S3: evidence-
based and expert-consented consented guideline (incl. representative committee, systematic
searches, selection and appraisal of the evidence, and structured consensus process)) [13].

3.2. Search for and Appraise the Evidence
3.2.1. Systematic Guideline Review

We conducted a systematic guideline review (SGR) [12] with the aim to identify, and
systematically analyze recommendations from international evidence-based guidelines
on polypharmacy and multimorbidity, and to describe their key concepts. Although the
rationale behind the SGR and the results are described in detail elsewhere [12], we provide
a brief summary here.

Electronic databases were searched (MEDLINE, The Cochrane Library, Health Ser-
vices/Health Technology Assessment Texts (HSTAT), Turning Research Into Practice (TRIP),
Guideline International Network (G-I-N), The National Guideline Clearinghouse) using
controlled terms (‘polypharmacy’ OR ‘multiple drug’ OR ‘multimedication’ OR ‘multimor-
bidity’ OR ‘multiple conditions’, OR ‘comorbidity’). We did not apply any restrictions to
the definition of multimorbidity or polypharmacy used in the guidelines, the publication
date or to language. Guidelines or guideline-like documents were included when they
contained explicit and systematically developed recommendations and had been endorsed
by an official organization. Disease-specific guidelines and those with an overly narrow
focus were excluded. Two independent researchers conducted the searches and selected
guidelines for inclusion (T.S.D. and A.I.G.G.).

Three researchers (M.-S.B., T.S.D., A.I.G.G.) screened the titles and abstracts of
3939 records found in the databases and on the websites of guideline issuing organi-
zations. Sixty-three guidelines underwent full-text screening. In total, we included four
international guidelines on multimorbidity [14–17] and four on polypharmacy [18–21].

Four researchers (M.-S.B., J.W.B., T.S.D., A.I.G.G.) used the MiChe-Checklist to assess
the quality of the guidelines [22,23]. Overall, the included guidelines were of good to very
good methodological quality. Few had deficiencies, e.g., related to limited reporting on
updates [12].

3.2.2. Evidence Searches

We searched for further evidence to help answer specific research questions identified
in the focus groups and revised the medication process as the central framework of the
guideline. In the search, we used forward citation tracking (PUBMED: ‘similar articles’) and
selected the Cochrane Review on “Interventions to improve the appropriate use of polyphar-
macy in older people” [24] as the key document and our starting point. Further evidence
was identified through snowballing. We restricted our searches to systematic reviews.

In total, the search for similar articles detected 123 systematic reviews, with a further
28 identified through snowballing. Bibliographic details on the identified studies were
imported into EndNote© and uploaded to Covidence©, and duplicates were removed. Two
independent reviewers (M.-S.B. and AI.G.G.) screened the titles, abstracts and full-texts,
and included the systematic reviews that fulfilled the inclusion criteria presented in Table 2:
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Table 2. Inclusion and exclusion criteria in the search for additional evidence.

Inclusion Criteria Exclusion Criteria

Population: patients with multimorbidity and polypharmacy

Setting was not primary care (e.g., inpatients)
Patients did not have multimorbidity or
polypharmacy

Setting: primary care and nursing homes
Outcome or phenomenon of interest:

- Identification of target population
- Tools to support medication review
- Tools to assess patients’ preferences and priorities
- Interventions to optimize medication use

Forty-eight systematic reviews were included in the realist synthesis, most of which
concerned interventions to optimize prescribing by, for example, raising awareness of po-
tentially inappropriate medications, using medication reviews, eliciting patient preferences
in pharmacotherapy, conducting pharmacist-led interventions, and de-prescribing where
appropriate (Supplementary Table S1). The evidence was appraised according to the levels
of evidence by the Oxford Centre for Evidence-Based Medicine [25]. In addition to the
formal appraisal of evidence levels, the quality of the systematic reviews was assessed
using the criteria of the Scottish Intercollegiate Guidelines Network (SIGN) [26]. Of the
included studies, most were high quality meta-analyses, systematic reviews of RCTs or
RCTs with a very low risk of bias.

3.3. Extract and Synthesize Findings
3.3.1. Systematic Guideline Review

For data extraction, we predefined an extraction framework based on the ARIADNE
principles, which is a framework to guide care in multimorbid patients [27]. Recommen-
dations from the included guidelines were extracted by five researchers (M.-S.B., J.W.B.,
T.S.D., A.I.G.G., C.M.) and assigned to the following groups: identification of the target
population; interaction assessment; prioritization of patient preferences and agreement on
shared treatment goals; individualized management of patients; monitoring and follow-up.
Extracted data were reviewed by a further independent researcher and discussed with
a third researcher in case of disagreement. Other extracted information included source,
year, country, underlying concept/definition of multimorbidity and polypharmacy, target
setting, target population, and patient-related outcomes. We synthesized and aggregated
the identified recommendations using thematic analysis as advocated in the ARIADNE
principles [12]. The distribution of recommendations made in the multimorbidity [14–17]
and the polypharmacy [18–21] guidelines are presented according to topic in Figure 1.
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At a 2-day meeting, the results of the thematic synthesis were discussed and consented
with a multidisciplinary international team of 18 experts (geriatrics, primary care, public
health and health services research, epidemiology and pharmacy/pharmacology) from
seven countries [12]. Group discussions were audio-taped and used for thematic analysis.
Triangulation was conducted using the results from the SGR and the group discussion,
whereby the outcomes were returned to and then synthesized by participants.

3.3.2. Evidence Searches

Data from the additionally identified systematic reviews were extracted into Excel
and assigned to the following categories by one researcher (A.I.G.G.): author; year (ref-
erence); context; intervention; outcomes; results; conclusion; guideline chapter; SIGN
quality appraisal.

3.4. Develop Narrative
3.4.1. Draft of Recommendations and Draft of the Upgraded Guideline

The results of the evidence syntheses were discussed with the LLGH in 24 sessions. The
evidence syntheses were presented by M.-S.B., T.S.D., C.M., and the sessions moderated
by I.S. Existing chapters were revised and new chapters added, whereby each chapter
was broken down into “evidence and rationale” and “practice tips and tools”, based on
the results of the syntheses. Additional experts were invited to contribute to specific
sections of the guideline by providing information on, for example, the interface between
general practice and pharmacies, or de-prescribing. Evidence-based recommendations and
statements were formulated with the LLGH. References as well as levels of evidence were
added to the recommendations and statements. Since recommendations have a normative
character, the formulation of recommendations and statements also took into account their
relevance for primary care and the transferability of international evidence to a German
health care context. As a result, strong recommendations (e.g., A) could be based on a
low level of evidence (e.g., V) and vice versa. The grades of recommendation used in the
upgraded guideline are presented in Table 3:

Table 3. Levels of recommendation.

Level of Recommendation Syntax

A Strong recommendation Should/should not
B Recommendation Is reasonable/is not reasonable

O Weak recommendation May be considered
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In total, we formulated 34 recommendations and statements, and assigned them to
one of the following groups in accordance with the revised framework of the medication
process (see Figure 2): identification of target group (n = 3), inventory and assessment
(n = 6), coordination with the patient (n = 1), (de-)prescribing and communication (n = 12),
drug dispensing (n = 3), drug use and self-management (n = 5), and monitoring and
follow-up (n = 4).

Steps 1 to 3 include recommendations on medication review as a systematic process.
Steps 4 (drug dispensing) and 5 (medication use/self-management) are only indirectly
accessible to GPs, and step 6 (monitoring and follow-up) merges with step 1 and reflects
the long-term aim of primary care.

In addition to the upgraded long version of the guideline, a short version, as well as a
guideline report were developed.

3.4.2. Inter-Professional Consensus Conference

Based on a modified version of the RAND appropriateness method, we discussed and
agreed upon recommendations with 13 authorized experts from various medical disciplines
including nursing and pharmacy, and a trained patient representative [28].

In a first step, participants received the draft of the upgraded long version of the
guideline, including a list of all proposed recommendations and statements. Before dis-
cussing them with the other participants, they were required to use a six-point Likert scale
to rank them online (1 = strongly disagree, 6 = strongly agree). The results were made
available before the consensus conference began and showed that agreement between the
participants was high (median: 6; range: 5–6).

In a second step, all 34 recommendations were discussed and agreement was reached
at an inter-professional consensus conference. The consensus conference was moderated by
an external moderator (C.M.-B.) and was held online due to the COVID-19 pandemic. Rec-
ommendations were discussed intensively by participants in the consensus conference and
modified live via screen sharing. The discussion was supported by non-voting participants
(M.-S.B., T.S.D., I.S., C.M.), who provided evidence and reasoning, documented changes
and took notes. Of the 34 recommendations, 31 were modified during the consensus process.
Most modifications were minor changes in wording and/or strength of recommendation
without changing the content of the recommendations. Some recommendations were
further improved after the discussion with participants by adding additional information
(e.g., by considering “lifestyle-related factors” during the “interaction assessment process”
(recommendation 1-1)). Recommendations were agreed upon live using an anonymous
online voting system (approval, rejection, abstention). The level of agreement was 100%
for 27 of the recommendations, 92% for 5 recommendations, and 90% and 82% for one
recommendation each.

A new version of the guideline draft was then sent to conference participants, who
were asked to use the Delphi process to obtain comprehensive feedback on the full text
guideline from the organizations they represented. The feedback was discussed by the
LLGH and the guideline revised where necessary. To ensure transparency, a point-to-point-
reply format was used to document all comments and changes, and it was published along
with the guideline report [29].

3.4.3. Feasibility Test

GP practices from the practice-based research network SaxoForN (Saxony and Hesse)
and Bielefeld were recruited to test the new guideline for feasibility under field conditions.
Twenty-six GPs from 22 practices agreed to participate. Participating GPs received both
the long and the short version of the guideline, and they were asked to provide feedback
using a 10-item response form that asked for feedback on overall impression, clarity of
presentation, definition of the target group, inventory and medication assessment, coordi-
nation with patients, providing patients with information on their medication, cooperation
with pharmacists, medication use and self-management, monitoring and follow-up, and



J. Pers. Med. 2022, 12, 69 8 of 12

whether they would recommend the guideline to their colleagues. In addition, GPs were
asked to treat around five patients from their practices in accordance with guideline rec-
ommendations, and to prepare anonymized case documentation at baseline (the initial
consultation) and, if possible, for a follow-up consultation. The participating GPs were
asked to complete the questionnaires within a month, either online or paper based.

Of the 26 GPs, 15 from 12 practices responded within the specified time period. They
provided structured feedback and documented 67 initial and 27 follow-up consultations
with patients. Although 92% of the GPs would recommend the guideline to their col-
leagues, 58% thought it was too long, and the two-page short version of the guideline was
therefore frequently considered preferable. Eighty-three percent of participants thought
the target group was clearly defined. While 75% of the participating GPs regarded the
recommendations as helpful, only 25% thought important recommendations could be
found easily. Recommendations concerning coordination with patients, providing patients
with information on their medication, cooperation with pharmacists, medication use and
self-management, and monitoring/follow-up were found helpful by 58%, 58%, 75% and
83% of GPs, respectively.

Results from the feasibility test are presented in Table 4.

Table 4. Results from the feasibility test.

Consultation Item %

Initial consultation

Identification of problems 1: 56.7
Drug interactions 32.8
Other problems 44.8

Communication of treatment goals 88.1
Changes in medications 1: 49.3

Deprescribed ≥ 1 drug 46.2
Prescribed ≥ 1 drug 26.2

Dosage change in ≥ 1 drug 26.2
Communicated safety netting in case of ADR 83.6

Patients takes OTC medication:
Yes 34.3
No 43.3

Unknown 19.4
No answer 3.0

Patient has up-to-date medication plan 70.2
Patient obtains medications from a particular pharmacy:

Yes 71.6
No 1.5

Unknown 26.9
Patient reports treatment burden:

Yes 46.3
No 50.8

Unknown 3.0
If yes, interventions to reduce treatment burden:

Yes 28.4
No 11.9

Not possible 16.4
No answer 43.3

Follow-up consultation

Patient has up-to-date medication plan 74.0
Medication changes were successful:

Yes 59.3
No 22.2

Unchanged 14.8
No answer 3.7

Onset of new ADRs/symptoms:
Yes 14.8
No 81.5

Unknown 3.7
1 multiple answers possible; ADR—adverse drug reaction; OTC—over the counter.

In 57% of the initial consultations, use of the guideline enabled participants to identify
problems, and in 49% of cases, subsequent medication adjustments were made. In 56% of
the follow-up consultations, patients reported an improvement in their health. Patients
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treated by the GPs were between 43 and 92 years old, with 93% of them taking more than
5 long-term medications and 91% having 3 or more chronic diseases. During the initial
consultations, GPs reported de-prescribing more than one drug in 46% of patients and
prescribing one or more new drugs in 26% of patients. In a further 26% of patients, a
change in the dose was made. Seventy-two percent of patients reported obtaining their
medications from a particular pharmacy, and 70% said they had an up-to-date medication
plan. Forty-six percent of patients felt their treatment was a burden, and GPs tried to reduce
this in 28% of cases. At follow-up, 74% of patients had an up-to-date medication plan,
and in 59% of cases, medication changes agreed upon during the initial consultation were
rated as successful by the GPs. However, in 14.8% of cases, the onset of new nonspecific
symptoms/adverse drug reactions was reported.

Feedback was discussed with the LLGH and changes were made and documented
where appropriate. The pre-final version of the guideline was again sent to the boards of the
societies involved in the consensus conference for final approval and authorization. Finally,
the upgraded guideline on polypharmacy was published (short and long version [30,31])
together with a detailed guideline report [29]. The upgraded and updated guideline will be
distributed and implemented, e.g., via quality circles and medical networks. Furthermore,
it will be part of a new teaching concept for medical and pharmacy students, which aim is
to strengthen interprofessional cooperation.

4. Discussion

This guideline upgrade was part of the EVITA project, whose aim it is to develop
and implement a nationwide structured management program on polypharmacy. Current
disease management programs (DMPs) focus on single diseases and do not adequately take
patients with multiple chronic conditions into account. The new guideline was therefore
developed to serve as a basis for the development and implementation of a structured
polypharmacy management program. The realist synthesis identified issues not previously
addressed in the guideline (e.g., treatment burden, role of care manager, tools), led to a
more stringent framework and provided evidence for the recommendations. The guideline
is expected to help GPs and other health care professionals involved in the care of patients
with multimorbidity and polypharmacy and can provide evidence-based decision support.
Use of a realist synthesis allowed us to ensure the scope of the review was relevant to
stakeholders, and helped us to understand the mechanisms of action, and to systematically
develop evidence-based recommendations for the guideline. Stakeholders’ perspectives,
feasibility and guideline acceptance were assessed and considered throughout the process.

The importance of involving stakeholders in guideline development has already been
described by organizations such as the National Institute of Health and Care Excellence
(NICE) [32]. Similarly to NICE, a multidisciplinary committee (Guideline Group of Gen-
eral Practitioners of Hesse, pharmacologist, pharmacist, researchers) was involved in the
decision-making process and substantially contributed to the refinement and agreement of
research questions, the discussion of the evidence, development of recommendations for
practice, and the development of implementation strategies. While in the validation and
consultation process used by NICE, the draft of a new guideline was posted online and
commented on by registered stakeholders [32]. We invited representatives from various
medical disciplines to participate in a consensus conference and to discuss their recommen-
dations at a one-day meeting according to the requirements of the AWMF (The Association
of the Scientific Medical Societies in Germany) for S3 guidelines. This conference was
followed by use of the Delphi technique, which involved multiple consultations with the
included medical societies. Furthermore, we initiated a feasibility test of the guideline
before its final authorization and publication.

However, because of the broad range of issues covered in the guideline meant it was
not feasible to address all the topics identified in the focus groups in depth. By prioritizing
issues, the LLGH enabled us to limit the scope of the review questions, but our evidence
searches and synthesis may have missed other topics that may have been relevant to



J. Pers. Med. 2022, 12, 69 10 of 12

address in this context. Another limitation is that recommendations were formulated with
an eye to their relevance to primary care and their use in a German health care context, and
some strong recommendations were based on a low level of evidence and vice versa. These
may not be suitable for use in other health care contexts.

To conclude, the steps of the realist synthesis are suitable for developing a complex
guideline. However, prerequisites are a suitable financial framework, time resources and
committed guideline developers.
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