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Introduction

Cardio-renal metabolic (CaReMe) syndrome is defined as a group of interactive

cardiovascular, renal, and metabolic conditions (1). These co-morbidities Phase 3

independently affect each other’s response to treatment and influence disease
severity, heart failure (HF) outcomes and hospitalisation (2,3). ' To refine and co-produce an integrated model of care for patients

‘ Cardiovascular disease (CVD) causes: b4 " with cardiorenal metabolic disease.

Risk mitigation Harmonised
strategies practice

* 523 million cases worldwide(4) guidelines e Use the information collected from phase 1 and 2 to inform the

* 17.3 million deaths (5) co-creation and co-production of a new integrated model of

* HF itself affects 64 million people worldwide, (6) care.

* Global prevalence of multimorbidity is 37.2% (7) e Facilitate collaborative meetings with staff, patients, carers, and

stakeholders to develop the integrated model of care.

e Underpin the process using by the principles the Medical

Research Council framework for developing and evaluating
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Study aims and design

To co-produce an integrated care model for patients with CaReMe disease by
understanding current care models and the individual roles and experiences of
staff, patients, and carers using a sequential mixed methods research with three
phases
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Phase 1

Background

To undertake a narrative synthesis of the evidence base to establish current

models implemented for patients with co morbidities requiring complex
CaReMe management as gold standard, which leads to consensus in decision interventions.

The literature advocates collaborative multispeciality team (MDT) approaches to

making and could improve all-cause outcomes for individuals, whilst providing

organisational cost benefits (8, 9). Integrated care systems (ICSs) are advocated to

deliver a vision of shared care (10) and a current NHS model has evolved over time Phase 2

Implications for practice

to deliver a virtual multispeciality collaborative to manage CaReMe patients. The To understand individual roles, contributions, and experiences within the

model lacks formal evaluation to demonstrate the merits of its approach and the current service model by, This study seeks to inform current evidence relating to multidisciplinary
* Process Evaluation (PE)

e Staff qualitative interviews, thematically analysed (11)
* Quantitative clinical data on patient outcomes.
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