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Abstract

Introduction: Individuals with multimorbidity in deprived areas experience worse health outcomes and fragmented
care. Research suggests that primary care-based link workers providing social prescribing have potential to improve
health and well-being. This paper reports the results of a pilot study conducted in preparation for a randomised
controlled trial (RCT) that aims to test the effectiveness of primary care-based link workers providing social
prescribing in improving health outcomes for people with multimorbidity who attend general practices in deprived
areas in Ireland.

Methods: An uncontrolled pilot study of an intervention based on the Glasgow Deep End links worker programme,
in a single general practice, tested the feasibility and acceptability of planned processes for a RCT. Outcomes were
recruitment and retention rates and acceptability of the trial processes and intervention to patients, general
practitioners (GPs) and the link worker. Structured interviews were conducted with six patients, the link worker
and two GPs within the practice and analysed using descriptive qualitative analysis. Feedback from a Public Patient
Involvement group and an Implementation Advisory Group of key stakeholders was incorporated into the eva-
luation process.

Results: Twelve out of 14 patients completed the intervention. Selection and recruitment processes were lengthier than
expected. GPs recommended including psychosocial need in the selection process. Interviewed patients, the GPs and the
link worker were positive about the intervention.

Conclusion: A range of adaptations were identified for the main trial, mainly considering psychosocial need in the
selection process to reflect normal referral pathways. This has resulted in a pragmatic RCT design.
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Introduction

Although many definitions of multimorbidity exist, it is
generally recognised as a person having two or more
chronic physical and/or mental health conditions. Multi-
morbidity is recognised as a significant challenge for indi-
viduals and health systems internationally, particularly in
areas of social deprivation' and is estimated to affect 66%
of individuals over 50 attending Irish General Practice.”
There are strong associations between multimorbidity and
education, employment status and household income® with
higher proportions of individuals with complex multimor-
bidity living in deprived areas.* Interventions that facilitate
engagement in health promoting activities among people
with multimorbidity living in deprived areas may be appro-
priate, though there is limited evidence to support their
effectiveness.’

Social prescribing enables general practitioners (GPs),
and other health professionals, to refer individuals to a
range of non-clinical services provided by the voluntary
and community sector.® The majority of social prescribing
models involve patients meeting with a non-health or social
care professional, commonly known as a link worker, with
extensive knowledge of local community resources and
services. A primary care-based link worker providing
social prescribing is a potential intervention to support peo-
ple with multimorbidity to access activities and services in
their community to facilitate the self-management of phys-
ical and mental health conditions, and may improve health
outcomes.

Link workers providing social prescribing services have
been gaining popularity internationally, but few have been
formally evaluated.® There have also been a number of
pilots in Ireland.”® The limited number of RCTs conducted
internationally have not reported improved health out-
comes.”'® A quasi-experimental evaluation of the Glasgow
Deep End links worker programme in GP practices in areas
of deprivation reported improvements in health related
quality of life and mental health for patients who met the
link worker at least 3 times, but no difference in the inten-
tion to treat analysis. They concluded that there remained
inadequate evidence to support link workers, but acknowl-
edged the difficulty of finding suitable matched controls,
which could be overcome with randomisation at the indi-
vidual patient level.'"

The Deep End Group in Ireland have also emphasised
the potential value of this model of care.'? We are conduct-
ing a pragmatic randomised trial in 10 Deep End general
practices in Ireland using an adapted version of the
Glasgow Deep End links worker intervention, with link
workers embedded in practices in deprived urban areas,

and specifically targeting adults with multimorbidity. The
trial was originally scheduled to take place between April
and September 2020. In line with the Medical Research
Council Guidance on evaluating complex interventions
we piloted the intervention to test feasibility and trial pro-
cesses.'*In this uncontrolled pilot study the feasibility of
delivering this adapted intervention was tested within a
single practice in relation to selection, recruitment, data
collection and intervention processes to ensure they were
timely and acceptable. The results informed the protocol
for the definitive pragmatic randomised controlled trial
(RCT) and economic evaluation.'*
Specifically the objectives of the pilot study were to

e To assess if selection processes correctly identified
intended trial participants without undue workload
burden on GPs

e To investigate the feasibility and acceptability of
trial recruitment and data collection processes

e To investigate the acceptability of the intervention
with the GPs, a link worker and study participants

e To test usability of a client management database
specifically designed for the intervention

Methods

An uncontrolled pilot study collecting quantitative and
qualitative data was conducted in a single GP practice over
a 6-week period from November 2019 to January 2020 with
12 patients. The results were then presented to a Public
and Patient Involvement group and an Implementation
Advisory group affiliated with this research who made
suggestions for adjustments to recruitment materials and
selection processes for the main trial protocol. Ethical
approval was granted by the Irish College of General
Practitioners Research Ethics committee.

Sample

A single practice, located in an area of deprivation (defined
as serving two or more small areas rated as disadvantaged
by the Pobal Deprivation Index,' took part in the pilot.
Due to inconsistent coding methods for chronic diseases,
the presence of polypharmacy (a recognised proxy for mul-
timorbidity) was used to search for potentially eligible par-
ticipants.'® The lead GPs were initially asked to generate a
list of all patients on >5 regular medications. However, this
produced an unmanageable list due to medication lists not
being updated, so for the purposes of this pilot having >8
regular medications was used. This returned a list of 823
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potentially eligible patients. The practice used a random
number generator in Excel to select 15 patients and their
medical records were double-checked by the GPs against
the eligibility criteria including verifying that they had two
or more chronic conditions

Recruitment

Following identification of 15 eligible patients, the GP sent
each one an invitation letter, the patient information leaflet
and a consent form. The GP telephoned each potential
participant 4-5 days later to explain the study. Those who
consented were sent baseline questionnaires with a follow-
up phone call several days later from the research team to
see if assistance was required with questionnaire comple-
tion. Once baseline data collection was completed, patients
were referred to the link worker.

Intervention

The primary care-based link worker intervention is based
on the Glasgow Deep End links worker programme in Scot-
land."" Patients were invited to meet the link worker at the
GP practice. At the first meeting the link worker explained
their role, discussed patient’s health and social care needs
and provided them with a relevant list of community
resources that could potentially help them to address these
needs. The link worker then engaged with them over a 6-
week period to support them to access recommended com-
munity resources. The intensity of the support offered was
tailored to the individual needs of the patient, and this
varied from a simple follow up phone call to accompanying
the person to community activities. Support was classified
into instrumental (doing things for patients), informational
(passing on information), emotional (listening and support-
ing) or appraisal (helping people to assess situations and
make plans).'’

Data collection

Data on numbers of eligible patients invited was collected
from the GP. The research team monitored number of
patients who consented, returned baseline questionnaires
and the time it took for this. Demographics of patients and
baseline patient reported outcome measures (PROMs),
were obtained from self-reported questionnaires mailed to
patients and completed prior to the intervention. Follow up
questionnaires were mailed on completion of the 6 week
intervention. The questionnaires collected basic demo-
graphic information and the following PROMs:

e Health related quality of life as measured by EQ-5D-
518

e Mental health as measured by Hospital Anxiety and
Depression Scale'’

e Activities of daily living as measured by the
Frenchay Activity Index°

e Self-management as measured by the Patient Acti-
vation Measure®'

e Burden of treatment measured by Multimorbidity
Burden of Treatment Questionnaire*

e Social Connectedness Scale®®

Interactions with the link worker were recorded in a
specifically designed client management database using
Microsoft Access.>* The database allows collection of data
on the frequency and nature of link worker support (instru-
mental, informational, emotional or appraisal type sup-
port'”), issues facing patients that they discussed with the
link worker and the community resources to which patients
were referred.

Feedback on acceptability and feasibility of the trial
processes and interventions was obtained using structured
interviews with the two principal GPs at the practice, the
link worker and a convenience sample of six patients. (Two
patients were too unwell, one had dropped out, one
declined an interview and two were not available within
the time frame of the research). Interviews were conducted
over the phone and lasted 10 to 15 minutes. A written
record of responses was kept and direct quotes noted where
relevant.

Data analysis

Simple descriptive statistics were used to describe patient
demographic details and recruitment processes. Data gen-
erated through the structured interviews were analysed
using a qualitative descriptive approach. This approach to
qualitative data analysis is considered suitable for design of
complex interventions as the focus of analysis is descrip-
tive rather than interpretive.?

Public and Patient Involvement (PPI)

This study had PPI embedded in it by the engagement of a
multimorbidity patient advisory group. Table 2 outlines the
input and outcomes of PPI based on the GRIPP-2 guide-
lines for reporting PPI.2°

Implementation advisory group

The implementation advisory group consisted of four GPs
working in deprived areas with and without prior experi-
ence of social prescribing, a GP with experience of running
a trial of a complex intervention in primary care and a
social prescribing coordinator from a well-established
social prescribing project in a deprived inner-city area.
They were presented with the results of the pilot and then
they provided advice on the selection and recruitment in
practice for the main trial.
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Table I. Patient characteristics at baseline.

Characteristic Value
Age v (SD) 63 (9.9)
Female % 70
Primary education only % 45
Employed % 18
Lives alone % 36
GMS Card | % 64
Number of self-reported health conditions vy (SD) 2.6 (1.1)
EQ-5D-5L y (SD) 0.513 (0.21)
HADS A v (SD) 8.4 (4.6)
HADS D vy (SD) 7.5 (5.1)
Multimorbidity Burden of Treatment: Medium or 54
above %
Patient Activation Measure: Level 2 or below % 54
Activity Level: Inactive % 9

| The general medical service (GMS) card entitles holders to free primary
care services and reduced medication fees. It is means tested and about
40% of the Irish population hold one. EQ-5D-5L = a standardised measure
of self-reported health-related quality of life that assesses 5 dimensions at
5 levels of severity where | is the preferred state of health; HADS-A =
Hospital Anxiety and Depression Scale, Anxiety, where a score above
8 indicates possible caseness; HADS-D = Hospital Anxiety and Depres-
sion Scale, Depression, where a score above 8 indicates possible caseness;
Multimorbidity burden of treatment questionnaire categorises burden as
none, low, medium or high; Patient Activation Measure categorises activa-
tion from level | to 4 with | being least activated; Frenchay activity index
categorises people as inactive, moderately active or very active based on
work, leisure and domestic activity.

Results

Feasibility of selection, recruitment and data collection
processes

Fourteen out of 15 selected eligible patients returned con-
sent forms. Twelve (80%) of the 14 patients who consented
to participate completed the intervention, but only 11
(73%) returned the baseline questionnaire. One person who
had consented, but had not completed baseline data collec-
tion, was referred to the link worker in error. The process of
recruitment and baseline data collection took 6 weeks.
Eight of the 14 consented participants (57%) returned the
follow up questionnaire within an average of 1 week. There
was no second mailing of follow-up questionnaires or no
follow-up calls to boost the final response rate due to time
constraints for completion of the pilot study. See Table 1
for demographics and baseline scores of patient-reported
outcome measures.

Figure 1 outlines the most common self-reported health
issues to the link worker. Priority health issues reported to
the link worker were either mental health (50%) or muscu-
loskeletal problems. The majority of people were not mem-
bers of community clubs or groups, and had no reported
social or leisure activities in the previous month.

Patients who completed the structured interviews
reported that the PROM questionnaires were easy to com-
plete because of their tick box nature, appropriate and not

onerous. They did however note some difficulty complet-
ing certain sections of the questionnaires;, in particular
details about distance and journeys to the GP or community
resources. Returned PROM questionnaires had few missing
data except for the Social Connectedness scale®® with 4 out
of 11 questionnaires returned missing more than one data
item. Self-reported GP attendances had missing data for 7
of 11 questionnaires and 5 of 11 on distance from GP. The
community resource costs questionnaire was only filled in
by three patients.

The two GPs from the pilot practice reported that the use
of the threshold of >8 medications as a proxy for multi-
morbidity led to younger patients being excluded. These
GPs also noted that some participants did not have signif-
icant psychosocial issues of which they were aware, and
were recruited at the expense of patients regarded by the
GPs as having higher psychosocial needs. They believed
that the patient selection process did not reflect how such a
service would work in practice, as it did not include any
marker of perceived patient need or suitability for a link
worker intervention. They also expressed concern at the
lengthy patient information leaflet, and reported that their
follow-up phone calls to potentially eligible patients was
critical for recruitment. Structured interviews with patients
also confirmed that the GP phone call was important in
explaining and providing reassurance regarding the study.
The link worker agreed that a few of the patients referred
required very little support but that around two thirds of
them had significant psychosocial issues, whereas the GPs
estimated only around half had.

Feasibility and acceptability of the link worker
intervention

Intervention implementation. Twelve of the 14 patients who
consented to participate met with the link worker. One
person was uncontactable, and one was too unwell to con-
tinue to participate. Six patients had three or more follow-
up contacts with the link worker. The majority of follow-up
contacts were by telephone and initiated by the link worker.
Appraisal and informational support were the most com-
mon types of support provided. Common resources that the
link worker shared with patients were chronic disease self-
management courses, addiction services and local exercise
classes.

Feasibility and acceptability: Participants. When asked why
they had taken part, most patients cited the GP phone call
as a critical step, either to encourage or reassure. One per-
son reported that they ‘hadn’t thought it was for me, but
went along as the GP recommended it’ (P3, Male 70).
Interviewees described being unsure as what to expect from
the initial meeting with the link worker, with a common
misconception that it was to do with medication as this was
the reason they had been selected to participate and
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% with condition

Kidney disease

High blood pressure

Diabetes

Musculosketal

Depression or other mental health
problems

0% 10% 20% 30% 40% 50% 60% 70%

Figure 1. Self-reported health conditions.

Table 2. Public patient involvement reported according to GRIPP 2 short form.

I: Aim
The aim of the PPl was to provide the perspective of people living with multimorbidity on specific issues identified during the pilot study
2: Methods

An advisory panel of 12 people living with multimorbidity was recruited via existing networks of students on a PhD programme in
multimorbidity. The panel meets quarterly to provide input on issues brought to them by the PhD students. The members are
voluntary but receive a voucher to acknowledge their time and associated costs attending. The panel had been meeting for a year
prior to providing input on this study. The meeting at which this study was discussed took place at the Royal College of Surgeons in
Ireland, lasted 2 hours in total including a break and was facilitated by BK and 2 other PhD students on the multimorbidity PhD
programme. There was | hour to discuss issues with them and so their input was sought on three areas only outlined below.

For this study BK asked the panel to read the patient information leaflet and comment on their understanding of the link worker
intervention. They also provided feedback on the wording and layout of the patient information leaflet. The group tested a revised
version of the community resources costs questionnaire by filling it in and feeding back suggestions to BK. They were asked how best
to phrase the reason they had been invited by their GP to be part of the study.

3: Study results

The PPl advisory group reviewed the patient information leaflet and made suggestions to improve it including reordering of sections to
prioritise information about the intervention, adjusting language, and reducing repetition. They gave feedback on what they felt the
essential information was and contributed to a brochure summarising this. They found the revised version of the patient costs section
of the questionnaire straightforward to fill in. Their opinion was sought on informing patients why they had been chosen to take part
in the research. They approved the wording in the leaflet informing people that they had been invited due to having two or more
ongoing health conditions and that their GP felt they may benefit from meeting the link worker.

4: Discussion and conclusions

The input of this group led to changes to recruitment materials which will hopefully lead to a better understanding of the intervention
and enhance recruitment. Notably the PPl group felt the term ‘multimorbidity’ and ‘chronic condition’ were negative and
recommended removing these from any literature. They also felt that the information leaflets were overly cautious and read more
like the small print in an insurance policy rather than a research study.

The group unprompted brought up changing the name. Ultimately, the researchers did not act on the groups suggestion to rename as
the link worker concept was already familiar to many GPs and community resource providers.

5: Reflections/critical perspective

The PPI group gave useful feedback on the recruitment material, but it will not be possible to objectively test the impact this has on
recruitment. The PPl group composition differed slightly from that of the target group for the intervention in that they came from all
socioeconomic backgrounds. However, all members of the PPl group had experience of multimorbidity. The group have developed a
relationship with the researcher over time and this allowed for a frank and productive conversation. Ultimately it would have been
preferable to get the PPl group input prior to the pilot and again afterwards, but research team time constraints and capacity issues
for the group, as they advise on 3 other projects, meant this was not possible.
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‘prescribing’ was in the study title. All reported under-
standing the process fully after meeting the link worker.

All patients were positive about the experience, describ-
ing the link worker as ‘down to earth’ (P2, Male 78) and
one said the link worker ‘played a very valid role in helping
me to get out of the house and do other things instead of
feeling lonely and isolated in this world’ (P6, Female 65).
One patient said the link worker was the ‘kick start’ needed
to get him moving again (P3, Male 70). No one was uncom-
fortable with any of the questions the link worker asked
them, which included questions about housing, employ-
ment, personal supports, leisure activities smoking and
alcohol consumption.

All bar one were happy with the resources provided and
the support the link worker gave to access them, usually pro-
viding details or making initial contact for them. One patient
said the resources that were suggested for them were too
expensive and the timing of an exercise class didn’t suit. The
GP practice was considered a familiar and private place to
meet face-to-face with the link worker. Appendix 1 contains a
table with interview participants’ demographic details.

Feasibility and acceptability: GPs and link worker. Feedback
from the GPs was positive and no practical challenges host-
ing the link worker identified. The practice invited the link
worker to their monthly primary care team meetings and
reported that she made helpful suggestions about resources
that could support patients not involved in the study. The
link worker was positive about being based within the gen-
eral practice, apart from an issue with suitable room avail-
ability at times. Prior to meeting patients, the link worker
compiled a list of local community resources. She reported
that this mapping of, and networking with, local commu-
nity service providers was time consuming but essential in
order to support participants’ health and social needs.

The client management database was easy to use accord-
ing to the link worker and could easily generate participant-
related information. The pilot study did allow some minor
technical issues with the database to be identified and cor-
rected in advance of the main trial.

Implementation advisory group

The Implementation Advisory Group were presented with
the results of the pilot and provided advice on selection and
recruitment in practice. While they agreed that a forma-
lised, health electronic records based recruitment strategy
to identify patients would be more efficient compared to
prospective recruitment during clinical encounters, they
felt that GP knowledge of their patients psychosocial prob-
lems would normally underpin a referral to a link worker,
and that without the incorporation of this factor the trial
conditions would not be reflective of real life conditions.
They agreed with the pilot study GPs that using >8 med-
ications as a finder would exclude younger people with
multimorbidity.

Public Patient Involvement

The panels input was first sought after the pilot had been
completed and after consultation with the implementation
advisory group. At this stage challenges with explaining the
intervention, the patient information leaflets, completion of
self-reported health care use and community resource ques-
tionnaires were known. Details of PPI methods and out-
comes are in Table 2

The research team made the decision to add the Inves-
tigating Choice Experiments for the preference of older
people CAPability measure for Adults (ICE-CAP A)* and
remove the Social Connectedness Scale. This was in an
effort to shorten the PROM questionnaire, yet still capture
potential social and wellbeing effects. Furthermore the
ICECAP-A can be used as an economic measure and is
recommended by NICE for use in evaluations of interven-
tions that have non-health elements.?®

Summary of modifications to the RCT
protocol as a result of the pilot, the PPI
group and the implementation advisory
group input

e A stage was added to the selection process that
involved GPs identifying all patients on their list
who they believed could benefit from the interven-
tion. This will form a register of eligible patients for
the RCT. Trial patients will then be randomly
selected from this list to minimise selection bias.

e Additional time was allocated to the recruitment
phase to allow screening of lists of all patients on
>5 medications with psychosocial needs, with
recruitment to start 1 month in advance of the
intervention.

e Recruitment packs were modified to include a sum-
mary brochure as the lengthy information leaflet was
initially off putting.

e The patient questionnaires were modified to clarify
sections on costs related to the intervention. The
social connectedness scale was replaced by ICE-
CAP A

e A research assistant will provide support with base-
line and follow up data collection where necessary,
including reminder phone calls, repeat mail outs and
support to fill in the questionnaires if required.

Discussion

This paper describes a rapid uncontrolled pilot project of a
link worker intervention and subsequent adjustments to the
trial protocol for a planned pragmatic randomised trial of a
primary care based link worker intervention targeting
patients with multimorbidity living in disadvantaged com-
munities. The selection and recruitment processes were



Kiely et al.

lengthier than expected and aspects were unacceptable to
the GPs involved. The patients had poor understanding of
the intervention before meeting the link worker. Patients,
GPs and the link worker were positive about the interven-
tion processes.

The patients in this pilot study were older than in other
studies where mean age of participants was approximately
10 years younger than our sample.” ' Compared to parti-
cipants in the Glasgow Links worker study, which also
targeted areas of deprivation, the patients in this pilot had
higher EQ-5D-5L scores indicating better health related
quality of life, lower HADS scores indicating less depres-
sion and anxiety and were less likely to live alone. This
resonates with the GPs perception that our original partici-
pant selection methods were not identifying participants
who they perceived as needing the intervention most. We
were confident, however, that it was identifying people
with multimorbidity as our participants had an average of
2.6 self-reported chronic conditions. To our knowledge, all
evaluations of link workers providing social prescribing in
the UK and Ireland have incorporated a referral element,
either self-referral or referral by a health care professional,
based on perceived potential to benefit from a link worker.

The fact that 73% of the potential participants identified
for involvement agreed to take part was high compared to
other published studies. This was possibly due to the rela-
tionship between the GPs and the participants, the follow
up phone calls made by the GPs, and the GPs commitment
to the link worker concept. Qualitative evaluations of social
prescribing programmes suggested that there is variation in
the level of GP commitment and this can affect implemen-
tation.?>*° Our follow up rate of 57% was lower than other
trials,”'" but this could potentially be improved with
reminders by post and phone.

Our findings on the acceptability of the link worker
intervention are consistent with the current literature where
such interventions are broadly perceived very positively by
participants, with the ability of the link worker to listen and
support being emphasised as important.>' > The impor-
tance of available community resources is also reported
as key to success and co-location of link workers in primary
care recommended.>?

Finally, the use of a PPI panel at this early pilot stage of
the research is fast becoming recognised as international
best practice for the conduct of high quality intervention
studies.

Strengths and limitations

By building on the Glasgow Deep End links worker eva-
luation, we were able to carry out a rapid uncontrolled pilot
study focusing on exploring the feasibility and acceptabil-
ity of trial processes, and the intervention, within an Irish
primary care setting. The timeline of 1 year for completion
of the pilot and full RCT which was imposed by the funders
of the study meant there was insufficient time to conduct a

randomised pilot study. However, trials of similar interven-
tions”'® have shown that individual patient randomisation
is possible for this type of intervention. A rapid pilot was
possible given that we were modifying an existing inter-
vention rather than designing a new one.

The pilot resulted in several important issues being iden-
tified and, with focused input from a multimorbidity PPI
advisory group and implementation advisory group of
frontline practitioners, important adjustments were made
to these elements of the main trial protocol.

While there was some discrepancy in the GPs and link
worker’s perception of participants’ psychosocial needs it
was ultimately decided with input from the implementation
advisory group to include GP perception of psychosocial
need in the selection process. The latter approach, while
raising the potential of selection bias, is closer to the reality
of day-to-day decision making within general practice,
which is important in a pragmatic randomised trial and
improves external validity of the trial The input from the
two advisory groups also helped achieve buy-in to recruit-
ment and intervention processes with GPs who are taking
part in the definitive trial.

The pilot also tested the client management database
designed specifically for the trial using Microsoft Access>*
which allowed collection of detailed information on link
worker activity. This information has often been lacking in
previous evaluations® and will be reported separately as
part of the parallel process evaluation for the main trial.

The short timeline of 3-months for the pilot resulted in
several limitations to the methods. There was a very limited
number of participants and even fewer responded to inter-
views. The demographic findings cannot be taken to rep-
resent the population as a whole. Given the small sample
size, we did not do any statistical analyses of the patient
reported outcome measures. It was not possible to do a
thematic analysis of interview data and so only descriptive
analysis was done. There was not sufficient time to chase
non-responders to the initial mail out of follow up ques-
tionnaires. More involvement from the PPI panel, ideally
before the pilot and afterwards more input on outcomes
measures would have been desirable.

Conclusion

In conclusion, the pilot and patient and implementation
group input allowed trial processes and acceptability to
be tested and adjusted accordingly. These changes have led
to a pragmatic RCT approach with adjusted timelines and
additional support for recruitment and data collection,
which will enhance the conduct of the planned definitive
trial of primary care based link workers delivering social
prescribing interventions to patients with multimorbidity
living in disadvantaged communities. Evaluating complex
interventions to improve outcomes for people with multi-
morbidity is very challenging and previous RCTs have not
shown an improvement in their primary outcomes
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evaluated through quantitative approaches.*>*® Similar to
these studies we are also conducting a parallel process
evaluation including qualitative methods to explore the
implementation of the intervention and potential mechan-
isms of action. Combined, the pragmatic RCT and process
evaluation will contribute to the evidence base on link
worker interventions and interventions to improve out-
comes for people with multimorbidity.
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Appendix |. Demographics of interview participants.

Interview participants characteristics

Characteristic Value
Age v (SD) 66.3 (8.82)
Female % 66
Primary education only % 33
Employed % 18

Lives alone % 33

GMS Card | % 66
Number of self reported health conditions y (SD) 2.8 (1.16)
EQS5D5L vy (SD) 0.519 (0.21)
HADS A vy (SD) 7.5 (3.01)
HADS D vy (SD) 7.3 (4.81)
Multimorbidity Burden of Treatment: Medium or 33

above %
Activity Level: Inactive % 18

| The general medical service (GMS) card entitles holders to free primary
care services and reduced medication fees. It is means tested and about
40% of the Irish population hold one. EQ-5D-5L = a standardised measure
of self-reported health-related quality of life that assesses 5 dimensions at
5 levels of severity where | is the preferred state of health; HADS-A =
Hospital Anxiety and Depression Scale, Anxiety, where a score above 8
indicates possible caseness; HADS-D = Hospital Anxiety and Depression
Scale, Depression, where a score above 8 indicates possible caseness;
Multimorbidity burden of treatment questionnaire categorises burden as
none, low, medium or high; Patient Activation Measure categorises activa-
tion from level | to 4 with | being least activated; Frenchay activity index
categorises people as inactive, moderately active or very active based on
work, leisure and domestic activity.
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