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Multimorbidity (MM) burden is increasing in low-
and middle-income countries (LMICs).

Integrated care proposed to improve chronic
disease management and could have positive
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e This study aimed to
review and appraise
decision analytic
models (DAMs)used
In economic

impact on MM prevention and management.

Limited evidence on sustainable cost-effective

models of integrated care.

patients.

¢ Studies Identified: 16 Full-text articles

However, it is unclear how to cost-effectively
configure health service pathways for MM

Identification

Records identified from search
databases:
Medline (n = 940)
Embase (n = 2328)
Web of science (n = 2471)
Cochrane library (n = 350)
CINAHL (n = 254)
Scopus (n = 714)
Psychinfo (n = 28)

Additional records identified
through searching systematic
reviews

Hand searched (n = 9)
Total = 7,094

evaluations of
integrated care
Interventions for
patients with
cardiometabolic
multimorbidity.

e Geographical distribution:

LMICs

e Conducted a systematic search for peer-reviewed articles in seven
electronic databases, published in English language until October 2024.

e Eligibility: Any study worldwide that used a decision-analytic model to
conduct an economic evaluation of an integrated care model for patients
at risk/ having cardiometabolic multimorbidity.

¢ Integrated care: Model presenting two or more elements of chronic care

model.

e Cardiometabolic multimorbidity: The existence of two or more chronic
diseases in the same individual, at least one of which was a
cardiometabolic disease.

e Data extraction: characteristics of the DAMSs, integrated care models
evaluated, diseases constituting multimorbidity, economic evaluation

results.

* Quality of reporting: Used Philips (2006) checklist.
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* Disease combinations: Majority were focused on concordant multimorbidity.
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Reports sought for retrieval

Records excluded
(n= 6008)

Not economic evaluations

e Qualitative studies

e Systematic reviews
Intervention not integrated care

e Articles are descriptive studies, opinion
pieces, conference abstracts, or

(n = 33)
I

All integrated care
models evaluated in

Full-text articles assessed for
eligibility
(n = 33)

—»

v

Records excluded (n=17:
e Not model-based economic evaluation (n
=14)

selected studies were
found to be cost-

Intervention not integrated care (n = 1)
e Single-disease health outcome (n = 2)

Studies included in review for
narrative synthesis
(n=16)

effective in their
contexts.

e DAMs used for evaluations: Majority were simulated
markov models

B Simulated Markov Model
mISM
mDES

Horizon

SPLMM
® Epidemiologic cost model

mCTMC

ISM: Individual simulation model, DES: Discrete event simulation, SPLMM:
Simulated patient-level Markov model, CTMC: Continuous time Markov

Chain

VWang et al

Schultz et al

Schuetz et al. (2013)-
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* Model Characteristics: Majority were CUA, health system perspective & lifetime
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approach

® Most model-based economic evaluations mostly conducted in high-income countries

® Most often hypertension or diabetes as the main diseases, and concordant multimorbidity (related
conditions/ complications e.qg. stroke, Ml, CHD)

®* Majority DAMs for economic evaluations were cohort Markov models

® More economic evaluations in LMICs should use individual simulation models that incorporate repeated
patient interactions with health care and multimorbidity outcomes.

® Consideration of uncertainty in data sources and model structure is needed to provide robust
conclusions.
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