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Two major challenges are at play in the design of current and future health care delivery: the growing diversity of patient populations and the increasing burden of multiple long-term conditions. The growing prevalence of multiple co-occurring conditions signifies a greater burden for patients and a resultant increasing need for health care resources [1, 2]. Yet, health care systems are ill suited for the complex, frequently interacting needs of patients with multiple chronic conditions [3]. Guidelines and incentives are aligned in a way that acknowledge high quality treatment of single conditions [4, 5] without recognizing the impact of multiple conditions on the commissioning of care and on patients’ self management capabilities [6–9]. For individuals from diverse socioeconomic and cultural backgrounds, these challenges are even greater, as multiple co-occurring life and social circumstances interact with their health and health related needs.
Definitions
Assessing the effects of multimorbidity (MM), the co-occurrence of several conditions, is contingent on the way it is measured [10, 11]. Current definitions usually apply an additive approach, summing chronic diseases out of predetermined lists [11]. A wide range of variation within single chronic conditions can be explained by diversity in the co-occurrence of related conditions, sequel of the condition of interest (e.g., complications), the stage of the disease, and presence of other “non-related” conditions [12, 13].
To effectively reflect the burden of morbidity, beyond a simple count or “list” of the common chronic conditions that are present in individuals or populations, valid methodologies that take into account combinations and interactions between conditions are available [14]. These classification systems categorize patients’ morbidity according to all diagnoses registered at medical encounters during a defined period of time (usually a year). Relying on clinical and epidemiological considerations, diagnoses are classified into morbidity groups, spanning from minor acute to major chronic illnesses, with various degrees of severity. Previous studies have shown that encompassing morbidity as part of a complex morbidity measurement system is highly reliable and valid, in various countries and population groups [15].
Nonetheless, even the existing comprehensive measures of morbidity fail to capture the full complexity of states that are related to a persons’ health, as they are based only on clinical diagnoses. An emerging construct is that of patient complexity which acknowledges that morbidity burden is influenced not only by health-related characteristics, but also by socioeconomic, cultural, environmental, and behavioral attributes [10].
A broader definition of MM is needed also because diseases are more likely to occur and to be more severe in socially disadvantaged populations [16, 17]. Inequity in health, defined as “differences in health which are not only unnecessary and avoidable but, in addition, are considered unfair and unjust” [18], is at the focus of societies and health systems worldwide. Despite impressive improvements in the health status of populations, there is increasing evidence of widening health gaps that span the socioeconomic spectrum and range of minority ethnic groups [19–21].

The interrelatedness of equity and multimorbidity
Individuals from socially diverse populations face unique health and health related problems which add to the complexity of multimorbid care, with care systems that are, largely, inadequate in terms of financial, organizational and linguistic accessibility and cultural competency. While current research and practice provide some direction for the care of multimorbid or diverse populations, health and social policy requires new multidisciplinary frameworks for understanding the interplay between the key dimensions affecting health and health care of multicultural multimorbid older adults. Only recently has the literature on MM begun to address the socio-cultural aspects of patient care [22]. Still, the role of health care organizations in reducing health inequity is far from being realized [23, 24].
The pathways between social-economic disadvantage and poor health have been extensively studied [25]. Patients from minority groups face challenges related to low language proficiency and poor health literacy [26]. Minority patients often receive care from culturally and ethnically discordant providers not familiar with their cultural norms and beliefs, which creates challenging care encounters and difficulties in supporting self management [27]. Some social groups, for example, new immigrants, experience low social cohesion and social capital [28]. With few social ties, stress may accumulate, resources for support may be difficult to access and health may be negatively affected.
Similarly, low socioeconomic populations face significant financial barriers to accessing care, and are even more significantly affected when they have multiple conditions to manage. When accessibility is limited, out-of-pocket expenditures [29], coordination of various treatment recommendations from multiple providers [30], ensuring that appointments are not missed and effectively navigating the health care system can be extremely challenging [31, 32].
The disciplinary disconnect in the realms of MM and equity may partly explain the dearth of research on socio-cultural aspect affecting care of multimorbid patients. The scarce literature that does exist, however, depicts the complexity involved in the care of multicultural multimorbid adults. For example, qualitative interviews with physicians and nurses on managing the care of multimorbid patients in deprived areas describe the “endless struggle” of trying to manage illness in the midst of chaotic lives with limited resources and multiple, competing needs [33]. Additionally, areas of parallel investigation point to the need for an all-inclusive view of the challenges posed by MM in ethnically diverse populations. Self management is challenging for persons with MM, as adhering to complex care management regimes for multiple co-occurring conditions may be overwhelming [34]. Research on self management shows that under-served and minority populations face multiple challenges (such as low language proficiency or provider-patient discordance) [35]. Yet, research to date, does not provide a comprehensive guide for understanding the overall interrelated influences of multiple health conditions and multiple cultural aspects.

A special series on equity and multimorbidity
This special series aims to contribute to the growing body of knowledge on MM and equity in diverse populations worldwide. The inaugural issue, which will be followed by ongoing publications, presents 11 papers from various (World Health Organization) regions - Eastern Mediterranean countries [36] America [37, 38], Africa, [39, 40], Europe [41–44], and the Western Pacific [45].
In a review of MM and equity in Eastern Mediterranean countries, Boutayeb and colleagues [36] summarize findings from 26 studies, showing that female gender, low income, low level of education, and unemployment are factors associated with MM. Given the rising prevalence of non-communicable diseases (NCDs) in the region [46], there is also increased awareness that NCDs do not occur in isolation, and studies on the prevalence and risks associated with multiple NCDs are emerging. The main outstanding areas of contribution that authors point to include: expanding geographic scope (particularly, studies from North Africa), types of conditions included in MM measurements and types of socioeconomic and ethnic/cultural risk factors examined. Additionally, it should be noted that the study of MM in low and middle income countries in general, and specifically in Eastern Mediterranean countries, is still mainly focused on co-morbidity, i.e., the co-occurrence of disease or conditions in the context of an index condition of interest [10], rather than on MM. To better understand patterns of MM, their causes and consequences, there is the need to expand this conceptualization toward acknowledging that the overall burden of co-occurring and interacting conditions is not necessarily associated with a single disease in various population groups.
The two studies from South Africa [39, 40] further emphasize the relative robustness of the relationship between deprivation and MM. Each used a different survey with distinctive measures of MM and deprivation, and both concluded that income is inversely associated with MM. It is important to note, however, that comprehensive measurements (i.e. those that combine reports on both illness and disability) [40] may provide a more informative depiction of the phenomenon, thereby guiding further research and policy.
In a study from Taiwan, Kuo and colleagues [45] show that lower income individuals with MM incur higher total costs. Several possible explanations for this relationship are discussed by the authors. Future studies should examine this type of relationship with a more comprehensive MM measure that accounts for all types of conditions and their interactions encompassing more than the additive effect of specific conditions [47]. A more comprehensive MM measure might be able to better capture the multitude of health and health related needs which are more prevalent among disadvantaged populations, and which are potentially driving up total expenditures in this multimorbid population group.
That MM encompasses more than just chronic conditions is exemplified in the study by Reis-Santos and colleagues [37], who characterized MM in subjects with tuberculosis (TB) registered in the National Notification System in Brazil. This study, however, found that MM in persons with TB was not associated with deprivation indices such as education level or prior Institutionalization (e.g., imprisonment).
Three studies in this issue address another area of needed research: MM and equity in childhood and adolescence [38, 41, 42]. Cornish and colleagues [42] have demonstrated a link between levels of maternal education and MM among children, but not in adolescents. This study used several types of MM measures, including the Adjusted Clinical Groups® classification of morbidity burden, taking into account all types of conditions (chronic and acute) and their interactions [48]. The inconsistency of results across the various types of measures suggests that additional work is needed in development of both the conceptual framework as well as methodology of studies assessing MM, especially in children and youth [49]. Chao and colleagues [41] present a complimentary approach to the study of MM, in which they conducted a survey on the prevalence of multiple mental health, and behavioral difficulties (i.e. the consumption of alcohol, tobacco, cannabis, and hard drugs, obesity, depressive symptoms, suicide attempts, involvement in violence, and low school performance) in middle schools in north-eastern France. Although the representativeness of this sample should be further established, this study contributes new insights about the co-occurrence of a wide range of physical and mental health conditions, coupled with socio-economic deprivation in adolescents.
The third paper that studies children uniquely examines MM and the association with residential movement patterns and changes in neighborhood income of children with mild to severe chronic diseases compared to healthy children [38]. This study shows that young children with chronic conditions, particularly those born in low income neighborhoods, are more likely to move residence than other healthy young children. The reasons for--as well as outcomes of--such mobilization requires further research.
Another important contribution to the study of MM and equity is presented in a paper by Lawson and colleagues [43], which studied the association between MM and Health Related Quality of Life (HRQoL) and its variation by socioeconomic deprivation. This study found that MM has a substantial negative impact on HRQoL which is most severe in areas of deprivation, especially among younger adults. Given that young adults are prone to the negative effects of deprivation on MM, this constitutes an essential area for further investigation, especially as most current research on MM is still focused on older adults [49–52].
Another distinct area of inquiry in the field of MM is the study of incidence rather than prevalence of co-occurring conditions. While most research focuses on describing the prevalence of MM, several studies also point to the relationship between deprivation and onset of MM [53, 54]. Demirchyan and colleagues add to this limited body of knowledge in a study on the determinants of incident MM in a cohort from the 1988 Armenian earthquake survivors [44]. This prospective study was able to show that the relationship between age and MM was largely mediated by the number of stressful life events, suggesting that experiencing stressful events during the lifespan might be a more important factor for incident MM than the lifespan itself. This study also suggested that BMI is an independent long-term predictor of incident MM, with higher BMI values contributing to MM two decades later--a finding, that as the authors justly state, deserves attention and further study.
Finally, this inaugural issue of the thematic series on equity and MM also includes a commentary [55] on equity in the selection of MM patients for inclusion in targeted care-management interventions. Multimorbid patient selection is complicated due to the lack of clear criteria - unlike disease management programs for which patients with a specific condition are identified. This ambiguity can potentially result in inequitable selection, as biases in selection may differentially affect patients from disadvantaged population groups. Acknowledging these biases is an important first step for preventing further widening of gaps in the care of multimorbid individuals.

The future of research on equity and multimorbidity
To date, most studies on equity and MM are descriptive or correlational, addressing specific risk factors, often using cross-sectional designs. Further research is needed to address the full range of populations, combining economic, social, cultural and ethnic characteristics, to enable a better understanding of the types of populations that are affected by MM. Specific populations that would benefit from additional investigation are younger, working age adults, children and adolescents. As most of the research on MM is focused on older adults, investigating the occurrence of MM in deprived populations, with generally shorter life expectancy, a multitude of challenges to maintaining healthy life styles, and difficulties in accessing high quality health care, requires a shift towards younger age groups.
Similarly, the measurement of MM needs to be broadened. Defining MM as the sum of chronic conditions is a limited characterization that may fail to capture the burden associated with MM, encompassing chronic as well as acute conditions and risk factors. A narrow, additive classification of MM may limit the identification of the magnitude of differences in MM between varying populations, and may underestimate the effects of inequitable care in MM populations.
Future research should also address the outcomes of MM in deprived populations. Initial findings suggest a differential effect of MM on outcomes by population characteristics. Why disadvantaged individuals with the same levels of MM as non-disadvantaged individuals achieve poorer outcomes is an important question to address in the quest for preventing the widening gaps and inequity in health.
Finally, targeted policies and interventions for preventing and treating MM in persons from diverse socio-economic and cultural backgrounds are urgently needed. As primary care provides a whole-person, comprehensive approach to care, it is the setting most appropriate to focus care provision for persons with diverse multiple health and health related needs [56]. Ultimately, a broad body of knowledge will aid in directing policy and practice towards a better understanding of the root causes of inequity in MM and the refinement of methods for its eradication.

References
1.
Vogeli C, Shields AE, Lee TA, Gibson TB, Marder WD, Weiss KB, Blumenthal D: Multiple chronic conditions: prevalence, health consequences, and implications for quality, care management, and costs. J Gen Intern Med. 2007, 22: 391-395. 10.1007/s11606-007-0322-1.CrossRefPubMedPubMedCentral

2.
Wolff JL, Starfield B, Anderson G: Prevalence, expenditures, and complications of multiple chronic conditions in the elderly. Arch Intern Med. 2002, 162: 2269-2276. 10.1001/archinte.162.20.2269.CrossRefPubMed

3.
Blendon RJ, Blendon RJ, Schoen C, DesRoches C, Osborn R, Zapert K: Common concerns amid diverse systems: health care experiences in five countries. Health Aff (Millwood). 2003, 22: 106-121. 10.1377/hlthaff.22.3.106.CrossRef

4.
Campbell SM, Roland MO, Middleton E, Reeves D: Improvements in quality of clinical care in English general practice 1998–2003: longitudinal observational study. BMJ. 2005, 331: 1121-1125. 10.1136/bmj.38632.611123.AE.CrossRefPubMedPubMedCentral

5.
Starfield B: New paradigms for quality in primary care. Br J Gen Pract. 2001, 51: 303-309.PubMedPubMedCentral

6.
VanWeel C, Schellevis FG: Comorbidity and guidelines: conflicting interests. Lancet. 2006, 367: 550-551. 10.1016/S0140-6736(06)68198-1.CrossRef

7.
Boyd CM, Darer J, Boult C, Fried LP, Boult L, Wu AW: Clinical practice guidelines and quality of care for older patients with multiple comorbid diseases: implications for pay for performance. JAMA. 2005, 294: 716-724. 10.1001/jama.294.6.716.CrossRefPubMed

8.
Morris RL, Sanders C, Kennedy AP, Rogers A: Shifting priorities in multimorbidity: a longitudinal qualitative study of patient’s prioritization of multiple conditions. Chronic Illn. 2011, 7: 147-161. 10.1177/1742395310393365.CrossRefPubMed

9.
Bayliss EA, Ellis JL, Steiner JF: Barriers to self-management and quality-of-life outcomes in seniors with multimorbidities. Ann Fam Med. 2007, 5: 395-402. 10.1370/afm.722.CrossRefPubMedPubMedCentral

10.
Valderas JM, Starfield B, Sibbald B, Salisbury C, Roland M: Defining comorbidity: implications for understanding health and health services. Ann Fam Med. 2009, 7: 357-363. 10.1370/afm.983.CrossRefPubMedPubMedCentral

11.
Huntley AL, Johnson R, Purdy S, Valderas JM, Salisbury C: Measures of multimorbidity and morbidity burden for use in primary care and community settings: a systematic review and guide. Ann Fam Med. 2012, 10: 134-141. 10.1370/afm.1363.CrossRefPubMedPubMedCentral

12.
Diederichs C, Berge K, Bartels DB: The measurement of multiple chronic diseases–a systematic review on existing multimorbidity indices. J Gerontol A: Biol Med Sci. 2011, 66: 301-311.CrossRef

13.
Niefeld MR, Braunstein JB, Wu AW, Saudek CD, Weller WE, Anderson GF: Preventable hospitalization among elderly medicare beneficiaries with type 2 diabetes. Diabetes Care. 2003, 26: 1344-1349. 10.2337/diacare.26.5.1344.CrossRefPubMed

14.
Majeed A, Bindman AB, Weiner JP: Use of risk adjustment in setting budgets and measuring performance in primary care I: how it works. BMJ. 2001, 323: 604-607. 10.1136/bmj.323.7313.604.CrossRefPubMedPubMedCentral

15.
Starfield B, Kinder K: Multimorbidity and its measurement. Health Policy. 2011, 103: 3-8. 10.1016/j.healthpol.2011.09.004.CrossRefPubMed

16.
Starfield B: Promoting equity in health through research and understanding. Dev World Bioeth. 2004, 4: 76-95. 10.1111/j.1471-8731.2004.00068.x.CrossRefPubMed

17.
Nazroo JY, Jackson J, Karlsen S, Torres M: The black diaspora and health inequalities in the US and England: does where you go and how you get there make a difference?. Sociol Health Illn. 2007, 29: 811-830. 10.1111/j.1467-9566.2007.01043.x.CrossRefPubMed

18.
Whitehead M: The concepts and principles of equity and health. Int J Health Serv. 1992, 22: 429-445. 10.2190/986L-LHQ6-2VTE-YRRN.CrossRefPubMed

19.
Leon DA, Walt G, Gilson L: Recent advances: international perspectives on health inequalities and policy. BMJ. 2001, 322: 591-594. 10.1136/bmj.322.7286.591.CrossRefPubMedPubMedCentral

20.
Whitehead M: A typology of actions to tackle social inequalities in health. J Epidemiol Community Health. 2007, 61: 473-478. 10.1136/jech.2005.037242.CrossRefPubMedPubMedCentral

21.
Epstein L, Horev T: Inequality in health and in the health system. 2007, Jerusalem, Israel: Taub Center for Social Policy Studies

22.
De Maeseneer J, Boeckxstaens P: James Mackenzie Lecture 2011: multimorbidity, goal-oriented care, and equity. Br J Gen Pract. 2012, 62: e522-e524. 10.3399/bjgp12X652553.CrossRefPubMedPubMedCentral

23.
McKee M: What can health services contribute to the reduction of inequalities in health?. Scand J Public Health Suppl. 2002, 59: 54-58.CrossRefPubMed

24.
Jones RG, Trivedi AM, Ayanian JZ: Factors influencing the effectiveness of interventions to reduce racial and ethnic disparities in health care. Soc Sci Med. 2010, 70: 337-341. 10.1016/j.socscimed.2009.10.030.CrossRefPubMedPubMedCentral

25.
Starfield B: Pathways and influences on equity in health. Soc Sci Med. 2007, 64: 1355-1362. 10.1016/j.socscimed.2006.11.027.CrossRefPubMed

26.
Speros C: Health literacy: concept analysis. J Adv Nurs. 2005, 50: 633-640. 10.1111/j.1365-2648.2005.03448.x.CrossRefPubMed

27.
Meghani SH, Brooks JM, Gipson-Jones T, Waite R, Whitfield-Harris L, Deatrick JA: Patient-provider race-concordance: does it matter in improving minority patients’ health outcomes?. Ethn Health. 2009, 14: 107-130. 10.1080/13557850802227031.CrossRefPubMedPubMedCentral

28.
de Flores CHB: A conceptual framework for the study of social capital in new destination immigrant communities. J Transcult Nurs. 2010, 21: 205-211. 10.1177/1043659609358783.CrossRef

29.
Murray MD, Callahan CM: Improving medication use for older adults: an integrated research agenda. Ann Intern Med. 2003, 139 (5 Pt 2): 425-429.CrossRefPubMed

30.
Anderson G, Horvath J: Chronic conditions: making the case for ongoing care. 2002, Baltimore, MD: Johns Hopkins University Press

31.
Chin MH, Clarke AR, Nocon RS, Casey AA, Goddu AP, Keesecker NM, Cook SC: A roadmap and best practices for organizations to reduce racial and ethnic disparities in health care. J Gen Intern Med. 2012, 27: 992-1000. 10.1007/s11606-012-2082-9.CrossRefPubMedPubMedCentral

32.
Shadmi E: Quality of hospital to community care transitions: the experience of minority patients. Int J Qual Health Care. 2013, 25: 255-260. 10.1093/intqhc/mzt031.CrossRefPubMed

33.
O’Brien R, Wyke S, Guthrie B, Watt G, Mercer S: An ‘endless struggle’: a qualitative study of general practitioners‘and practice nurses’ experiences of managing multimorbidity in socio-economically deprived areas of Scotland. Chronic Illn. 2011, 7: 45-59. 10.1177/1742395310382461.CrossRefPubMed

34.
Bayliss EA, Steiner JF, Fernald DH, Crane LA, Main DS: Descriptions of barriers to self-care by persons with comorbid chronic diseases. Ann Fam Med. 2003, 1: 15-21. 10.1370/afm.4.CrossRefPubMedPubMedCentral

35.
Eakin EG, Bull SS, Glasgow RE, Mason M: Reaching those most in need: a review of diabetes self-management interventions in disadvantaged populations. Diabetes Metab Res Rev. 2002, 18: 26-35. 10.1002/dmrr.266.CrossRefPubMed

36.
Boutayeb A, Boutayeb S, Boutayeb W: Multi-morbidity of non communicable diseases and equity in WHO Eastern Mediterranean countries. Int J Equity Health. 2013, 12: 60-10.1186/1475-9276-12-60.CrossRefPubMedPubMedCentral

37.
Reis-Santos B, Gomes T, Macedo LR, Horta BL, Riley LW, Maciel EL: Prevalence and patterns of multimorbidity among tuberculosis patients in Brazil: a cross-sectional study. Int J Equity Health. 2013, 12: 61-10.1186/1475-9276-12-61.CrossRefPubMedPubMedCentral

38.
Cohen E, Yantzi N, Guan J, Lam K, Guttmann A: Residential movement patterns of families of young children with chronic conditions in Ontario, Canada: a population-based cohort study. Int J Equity Health. 2013, 12: 62-10.1186/1475-9276-12-62.CrossRefPubMedPubMedCentral

39.
Alaba O, Chola L: The social determinants of multimorbidity in South Africa. Int J Equity Health. 2013, 12: 63-10.1186/1475-9276-12-63.CrossRefPubMedPubMedCentral

40.
Ataguba JE: Inequalities in multimorbidity in South Africa. Int J Equity Health. 2013, 12: 64-10.1186/1475-9276-12-64.CrossRefPubMedPubMedCentral

41.
Chau K, Baumann M, Chau N: Socioeconomic inequities patterns of multi-morbidity in early adolescence. Int J Equity Health. 2013, 12: 65-10.1186/1475-9276-12-65.CrossRefPubMedPubMedCentral

42.
Cornish RP, Boyd AW, Van Staa T, Salisbury C, Macleod J: Socio-economic position and childhood multimorbidity: a study using linkage between the Avon longitudinal study of parents and children and the General Practice Research database. Int J Equity Health. 2013, 12: 66-10.1186/1475-9276-12-66.CrossRefPubMedPubMedCentral

43.
Lawson KD, Mercer SW, Wyke S, Grieve E, Guthrie B, Watt GCM, Fenwick EAL: Double trouble: the impact of multimorbidity and deprivation on preference-weighted health related quality of life a cross sectional analysis of the Scottish Health Survey. Int J Equity Health. 2013, 12: 67-10.1186/1475-9276-12-67.CrossRefPubMedPubMedCentral

44.
Demirchyan A, Khachadourian V, Armenian HK, Petrosyan V: Short and long term determinants of incident multimorbidity in a cohort of 1988 earthquake survivors in Armenia. Int J Equity Health. 2013, 12: 68-10.1186/1475-9276-12-68.CrossRefPubMedPubMedCentral

45.
Kuo RN, Lai MS: The influence of socio-economic status and multimorbidity patterns on healthcare cost: a six-year follow-up under a universal healthcare system. Int J Equity Health. 2013, 12: 69-10.1186/1475-9276-12-69.CrossRefPubMedPubMedCentral

46.
Boutayeb A, Boutayeb S: The burden of non communicable diseases in developing countries. Int J Equity Health. 2005, 4: 2-10.1186/1475-9276-4-2.CrossRefPubMedPubMedCentral

47.
Starfield B, Lemke KW, Bernhardt T, Foldes SS, Forrest CB, Weiner JP: Comorbidity: implications for the importance of primary care in ‘case’ management. Ann Fam Med. 2003, 1: 8-14. 10.1370/afm.1.CrossRefPubMedPubMedCentral

48.
Weiner JP, Starfield BH, Steinwachs DM, Mumford LM: Development and application of a population-oriented measure of ambulatory care case-mix. Med Care. 1991, 29: 452-472. 10.1097/00005650-199105000-00006.CrossRefPubMed

49.
Valderas JM, Starfield B, Salisbury C: Definitions of chronic health conditions in childhood. JAMA. 2007, 298: 1636-CrossRefPubMed

50.
Weiss CO, Boyd CM, Yu Q, Wolff JL, Leff B: Patterns of prevalent major chronic disease among older adults in the United States. JAMA. 2007, 298: 1160-1162.CrossRefPubMed

51.
Marengoni A, Rizzuto D, Wang HX, Winblad B, Fratiglioni L: Patterns of chronic multimorbidity in the elderly population. J Am Geriatr Soc. 2009, 57: 225-230. 10.1111/j.1532-5415.2008.02109.x.CrossRefPubMed

52.
Salive ME: Multimorbidity in older adults. Epidemiol Rev. 2013, 35: 75-83. 10.1093/epirev/mxs009.CrossRefPubMed

53.
van den Akker M, Buntinx F, Metsemakers JF, Roos S, Knottnerus JA: Multimorbidity in general practice: prevalence, incidence, and determinants of co-occurring chronic and recurrent diseases. J Clin Epidemiol. 1998, 51: 367-375. 10.1016/S0895-4356(97)00306-5.CrossRefPubMed

54.
Barnett K, Mercer SW, Norbury M, Watt G, Wyke S, Guthrie B: Epidemiology of multimorbidity and implications for health care, research, and medical education: a cross-sectional study. Lancet. 2012, 380: 37-43. 10.1016/S0140-6736(12)60240-2.CrossRefPubMed

55.
Shadmi E, Freund T: Targeting patients for multimorbid care management interventions: the case for equity in high-risk patient identification. Int J Equity Health. 2013, 12: 70-10.1186/1475-9276-12-70.CrossRefPubMedPubMedCentral

56.
Starfield B: Hidden inequity in health. Int J Equity Health. 2011, 10: 15-10.1186/1475-9276-10-15.CrossRefPubMedPubMedCentral




OEBPS/sidebar.gif





OEBPS/contact.gif





