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ABSTRACT
Objectives Multimorbidity is a norm in primary care. A
consensus on its operational definition remains lacking
especially in the list of chronic conditions considered.
This study aimed to compare six different operational
definitions of multimorbidity previously reported in the
literature for the context of primary care in Singapore.
Design, setting and participants This is a retrospective
study using anonymised primary care data from a study
population of 787 446 patients. We defined multimorbidity
as having three or more chronic conditions in an individual.
The prevalence of single conditions and multimorbidity
with each operational definition was tabulated and
standardised prevalence rates (SPRs) were obtained by
adjusting for age, sex and ethnicity. We compared the
operational definitions based on (1) number of chronic
diseases, (2) presence of chronic diseases of high burden
and (3) relevance in primary care in Singapore. IBM SPSS
V.23 and Microsoft Office Excel 2019 were used for all
statistical calculations and analyses.
Results The SPRs of multimorbidity in primary care in
Singapore varied from 5.7% to 17.2%. The lists by Fortin
et al, Ge et al, Low et al and Quah et al included at least
12 chronic conditions, the recommended minimal number
of conditions. Quah et al considered the highest proportion
of chronic diseases (92.3%) of high burden in primary
care in Singapore, with SPRs of at least 1.0%. Picco et al
and Subramaniam et al considered the fewest number of
conditions of high relevance in primary care in Singapore.
Conclusions Fortin et al’s list of conditions is most
suitable for describing multimorbidity in the Singapore
primary care setting. Prediabetes and ‘physical disability’
should be added to Fortin et al’s list to augment its
comprehensiveness. We propose a similar study
methodology be performed in other countries to identify
the most suitable operational definition in their own
context.

BACKGROUND
Multimorbidity, the co-
occurrence of
multiple chronic health conditions in a

Strengths and limitations of this study
►► Strengths of this study include the utilisation of a

large database and the determination of the clinical
relevance of a chronic condition through an iterative
process.
►► Another strength of this study is the employment of
a systematic method in the comparison of all six operational definitions.
►► The limitations of this study include the utilisation
of a single administrative database and the use of
a predetermined number of International Statistical
Classification of Diseases and Related Health
Problems revision 10 codes.
►► This study also did not consider the impact of each
chronic condition on affected individuals.

single individual,1 is a growing norm in
primary care.2–5 ‘Multimorbidity’ has often
been confused with ‘comorbidity’.6 7 Comorbidity describes the simultaneous presence of
multiple health conditions when there is an
index condition. In contrast, multimorbidity
describes the co-occurrence of two or more
chronic medical conditions without specifying the index condition. Health outcomes
are evaluated based on the interaction and
burden of all coexisting chronic conditions.8
Advocates of the concept of multimorbidity
tend to focus on primary care, where the
identification of an index disease is often
neither obvious nor useful.9
The implications of multimorbidity are
significant and widespread. From the patient’s
perspective, multimorbidity is associated
with future functional decline,10 11 reduced
health-
related quality of life,10 12 inpatient
admission and mortality.13 From an economic
standpoint, multimorbidity is associated with
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METHODS
Setting and study population
The study population was selected between 1 July 2015
and 30 June 2016. During this period, the public primary
healthcare sector was organised into two main clusters
in Singapore—National Healthcare Group Polyclinics
(NHGP) and SingHealth Polyclinics. The two clusters
shared 18 polyclinics island-wide, providing government-
funded subsidised primary care. According to statistics
published by the Ministry of Health (MOH), Singapore,
3 916 771 individuals (approximately 70% of the 2016
Singapore population27) consulted a doctor in the polyclinics in 2016. Out of which, 58.9% attended the NHGP.28
The choice to draw data only from the NHGP was based
on pragmatic reasons. The participants in this study were
multiethnic patients aged 0–99 years old who consulted
2

a doctor in NHGP at least once during the study period.
A total of 787 446 patients from nine polyclinics were
included in this study.
Data source
Data from the study population were collected from the
NHGP Business Intelligence (BI) system. The BI system
is an administrative database that captures each patient’s
consultation episodes and clinical parameters from structured data fields within the electronic medical records
(EMRs) for example, blood pressure readings, International Statistical Classification of Diseases and Related
Health Problems revision 10 (ICD-10) diagnoses codes
and laboratory data. We excluded all patient encounters
that did not include an ICD-10 diagnosis code by a physician. Only deidentified data were collected in accordance
with the personal data protection act.29
Patient and public involvement
No patients were involved in this study.
Definition of chronic condition and multimorbidity
We adopted the definition of O’Halloran et al for chronicity of a disease, which is defined as one lasting at least
6 months, with a documented pattern of recurrence or
deterioration, and having an impact on an individual’s
quality of life.30
While we acknowledge that most studies have defined
multimorbidity using a cut-off of ‘two or more’ chronic
conditions,31 in keeping with the WHO’s definition of
multimorbidity,32 we adopted a cut-off of ‘three or more’
chronic conditions to better identify patients with higher
needs.18
Determination of prevalence rates of single conditions and
multimorbidity
The prevalence of a disease is defined as the proportion
of the population at risk (PAR) that are cases at a point in
time.33 The PAR is defined as the group of people, healthy
or sick, who would be counted as cases if they had the
disease of interest. This forms the denominator for the
calculation of prevalence.33 For this study, the PAR was
denoted by individuals aged 0–99 years who consulted a
doctor in NHGP at least once during the study period.
For the crude prevalence rate of single conditions,
the numerator used was the number of unique patients
with the single condition who had consulted a doctor
in NHGP at least once during the study period. For the
crude prevalence rate of multimorbidity, the numerator
used was the number of unique patients with multimorbidity who had consulted a doctor in NHGP at least once
during the study period.
Standardised prevalence rates (SPRs) were obtained by
adjusting the study population to a standard population
by using the direct standardisation method as detailed by
Bains.34 The 2016 Singapore population was used as the
standard population.27 Poisson approximation was used
to calculate the CIs of 95%.
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increased healthcare utilisation14 and healthcare costs.10
Single disease clinical practice guidelines (CPGs) that
have traditionally been used for the management of
chronic diseases are inappropriate in the management of
patients with multimorbidity.5 15–17
To this date, there is no consensus on an operational definition of multimorbidity.18–20 This definition
comprises two components: the list of chronic conditions
considered and the cut-off for the number of chronic
conditions used to determine the presence of multimorbidity.21 The absence of a standardised operational definition has resulted in reported prevalence estimates of
multimorbidity in Singapore to range widely from 16.3%
to 89.4%12 14 22–24 and has made comparability between
published studies impossible.21 Wide variations in prevalence estimates also prevent accurate estimations of
disease burden and hinder resource distribution for
effective disease management.25
In 2017, an operational definition comprising 20
chronic conditions/categories of conditions was proposed
by Fortin et al as a common list of conditions for studying
multimorbidity in primary care (online supplemental
appendix 1-1).21 These conditions were selected from a
scoping review of relevant studies.
We identified six studies, two by Ge et al23 26 (online
supplemental appendix 1-2) and one each by Low et al24
(online supplemental appendix 1-3), Picco et al14 (online
supplemental appendix 1-4), Quah et al12 (online supplemental appendix 1-5) and Subramaniam et al22 (online
supplemental appendix 1-6), which were published
between 2014 and 2019 in Singapore. These studies
were identified on Medline Ovid between 2010 and 14
March 2020 and through direct correspondences with
the authors (online supplemental appendix 2). Heterogeneity was noted in both the methodologies and lists of
chronic conditions used in each study.
The objective of this study was to compare the different
operational definitions of multimorbidity previously
reported in the literature for the context of primary care
in Singapore.
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RESULTS
The mean age of the 787 446 patients analysed in this
study was 43.9 years. Females made up 50.9% of the
patients and the Chinese formed the majority ethnic
group at 68.2%. Of the four ethnicities, the Chinese had
the highest mean age of 47.1 years. A total of 53.4% of
the patients studied were from the ‘45–64’ to ‘65–99’ age
groups (table 1).
The list recommended by Fortin et al21 gave the highest
SPR of multimorbidity in the study population (17.2%).
Across the six lists, the SPRs of multimorbidity increased
with increasing age. The male sex reported higher SPRs
of multimorbidity and the differences between the sexes
are statistically significant (table 2).

Statistical analysis
The sample size was determined by the number of
patients aged 0–99 years who visited the NHGP for at least

Criterion 1: number of chronic conditions
A list of 57 NHGP ICD-10 diagnosis codes (online supplemental appendix 5) was matched to the chronic conditions
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Table 1 Demographics of the study population
Frequency

Percent

Mean age (SD)

787 446

100.0

43.9 (0.03)

 Female

400 965

50.9

45.3 (0.04)

 Male

386 481

49.1

42.2 (0.04)

 Chinese

537 234

68.2

47.1 (0.03)

 Malay

127 501

16.2

35.1 (0.06)

 Indian

78 452

10.0

39.7 (0.08)

 Others

44 259

5.6

37.1 (0.09)

 0–24

201 839

25.6

 25–44

165 212

21.0

 45–64

252 206

32.0

 65–99

168 189

21.4

Total
Sex

Ethnicity

Age groups

one doctor consultation during the study period. We used
listwise deletion method for complete case analysis. For
descriptive statistics, we described the mean for continuous variables and their respective SD. For categorical
variables, we described proportions and their respective
CIs where appropriate.
SPRs were obtained by adjusting for age, sex and
ethnicity. Age was stratified into four categories—‘0–24’,
‘25–44’, ‘45–64’ and ‘65–99’. Sex was classified into male
and female, and ethnicity was categorised into Chinese,
Malay, Indian and Others. To compare the SPRs of multimorbidity among age and sex, we tabulated age-stratified,
sex-and-ethnicity SPR and sex-stratified, age-and-ethnicity
SPR of multimorbidity between the different lists. No
overlap of the 95% CIs for the SPRs among the different
lists was considered as statistically significant. IBM SPSS
V.23 and Microsoft Office Excel 2019 were used for all
statistical calculations and analyses.
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Criteria for comparison of operational definitions
Among the six studies conducted in Singapore, only five
unique operational definitions were identified. The two
studies by Ge et al23 26 used the same operational definition. We compared six lists of chronic conditions from
six different operational definitions of multimorbidity
(online supplemental appendix 3) on the same study
population. This included the list proposed by Fortin et al
that had been developed as a research tool to document
the presence of multimorbidity in primary care21 (online
supplemental appendix 1-1) and the five lists used in the
study of multimorbidity in Singapore (online supplemental appendix 1-2 to 1-6). A list of NHGP ICD-10 diagnosis codes was assembled by four senior family physicians
based on the aforementioned definition of chronicity.30
Fortin et al proposed that an ideal operational definition of multimorbidity should comprise at least 12
chronic diseases, each with a high impact or burden in
the population of interest.18 Based on this, the comparison of the six operational definitions was focused on (1)
the number of chronic diseases considered, (2) presence
of chronic diseases of high burden and (3) relevance in
the primary care setting in Singapore. We considered
a chronic condition to be of significant burden in the
primary care if it has an SPR of at least 1.0%. We tabulated
the proportion of chronic diseases with a SPR of at least
1.0% in each list. The numerator used was the number of
chronic conditions with an SPR of at least 1.0% and the
denominator was the total number of chronic conditions
in the list. The clinical relevance of a condition was based
on consensus reached after iterative discussions between
the clinicians, research team members and reference to
statistics from the MOH and local primary care initiatives
such as the Chronic Disease Management Programme
(CDMP).35
Statistics reported by the MOH have consistently
ranked hyperlipidaemia, hypertensive disease and
diabetes mellitus as the first, second and fourth top condition responsible for polyclinic attendances since 2012.36
Hyperlipidaemia constituted 13.8% of polyclinic attendances in 2018, closely followed by hypertensive disease
at 13.2%, acute upper respiratory tract infection at 9.4%
and diabetes mellitus at 9.0%.
The CDMP35 was introduced in 2006 to facilitate the
provision of care to patients with chronic conditions
through the development of evidence-based structured
Disease Management Programmes and to reduce out-of-
pocket payments for outpatient treatments by allowing
patients to draw on their Medisave. The structured
Disease Management Programmes facilitate the management of these conditions in the primary care setting. In
2018, the list of chronic conditions included in CDMP
was increased to include 20 chronic conditions (online
supplemental appendix 4).
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Fortin et al
2017

Ge et al
2018 and 2019

Low et al
2019

Picco et al
2016

Quah et al
2016

Subramaniam et al
2014

17.2
(17.2 to 17.3)

13.0
(12.9 to 13.0)

14.6
(14.5 to 14.7)

5.7
(5.7 to 5.8)

16.8
(16.7 to 16.8)

5.9
(5.8 to 5.9)

 Female

16.5
(16.4 to 16.6)

11.7
(11.7 to 11.8)

13.5
(13.4 to 13.6)

5.4
(5.4 to 5.5)

16.0
(15.9 to 16.1)

5.6
(5.5 to 5.6)

 Male

18.0
(17.9 to 18.1)

14.3
(14.1 to 14.4)

15.8
(15.7 to 15.9)

6.0
(5.9 to 6.1)

17.6
(17.4 to 17.7)

6.2
(6.1 to 6.2)

 0–24

0.08
(0.07 to 0.10)

0.02
(0.02 to 0.03)

0.04
(0.03 to 0.05)

0.01
(0.01 to 0.01)

0.10
(0.08 to 0.11)

0.02
(0.01 to 0.02)

 25–44

4.0
(3.9 to 4.1)

2.2
(2.1 to 2.3)

2.8
(2.7 to 2.9)

0.5
(0.5 to 0.5)

3.6
(3.5 to 3.7)

0.6
(0.6 to 0.7)

 45–64

28.5
(28.3 to 28.7)
60.9
(60.5 to 61.2)

20.2
(20.0 to 20.4)
50.9
(50.5 to 51.2)

23.2
(23.0 to 23.4)
55.4
(55.0 to 55.7)

7.8
(7.7 to 7.9)
26.1
(25.9 to 26.4)

27.7
(27.5 to 27.9)
60.1
(59.7 to 60.4)

8.1
(8.0 to 8.2)
26.3
(26.1 to 26.6)

Total
Sex

Age groups

 65–99

in these six lists. Among the 20 conditions/categories of
conditions proposed by Fortin et al,21 only 19 of them
could be matched to the corresponding NHGP ICD-10
codes. We excluded the condition ‘chronic musculoskeletal condition causing pain or limitation’ from the list as
the corresponding ICD-10 code was not reliably coded at
our primary care setting. Similarly, as only 13 out of 14
conditions/categories of conditions proposed by Quah et
al12 could be matched to corresponding NHGP ICD-10
codes, the condition ‘back problems’ was excluded from
the list.
Low et al24 proposed a total of 48 chronic conditions,
eight of which—‘hip fracture’, ‘nephrosis’, ‘respiratory
failure’, ‘secondary hypertension’, ‘spine fracture’, ‘coronary artery bypass graft’, ‘percutaneous coronary intervention’ and ‘kidney transplant’ had no corresponding
NHGP ICD-10 codes and were excluded from the list.
Of the remaining 40 conditions, 16 conditions had overlapping ICD-10 codes. This included chronic conditions
such as ‘anxiety’ and ‘general anxiety disorder’, which
were matched to the same ICD-10 code: F41.1 ‘anxiety
disorder, unspecified’ (online supplemental appendix
1-3). These conditions were reclassified to obtain a final
list of 31 chronic conditions to avoid double-counting of
chronic diseases and overestimation of multimorbidity.
Picco et al14 and Subramaniam et al22 only considered 10
and 8 conditions, respectively, falling short of the recommended minimal number of 12 chronic conditions.18
Criterion 2: prevalence among the primary care population
We considered a chronic condition to be of high burden
in the primary care setting if it has an SPR of at least
1.0%. The list proposed by Quah et al12 had the highest
proportion (92.3%) of chronic conditions with an SPR
of at least 1.0% (online supplemental appendix 1-5).
This was followed by the list by Fortin et al21 (78.9%)
4

(online supplemental appendix 1-1), Picco et al14 (70.0%)
(online supplemental appendix 1-4), Subramaniam et al22
(62.5%) (online supplemental appendix 1-6), Ge et al23 26
(52.9%) (online supplemental appendix 1-2) and finally
Low et al24 (41.9%) (online supplemental appendix 1-3).
Criterion 3: relevance to primary care services
Hypertensive disease and diabetes mellitus were represented in all six operational definitions, with SPRs of
20.93% and 11.86%, respectively. Hyperlipidaemia, with
the highest SPR of 24.97%, however, was absent in the
lists of chronic conditions by Picco et al14 and Subramaniam et al.22
We compared the chronic conditions under CDMP
with the lists of chronic conditions in the six operational
definitions. The list of chronic conditions by Low et al24
included all 20 conditions under CDMP. This was followed
by Ge et al23 26 and Quah et al,12 with each considering 17
out of the 20 chronic conditions. Fortin et al21 considered
15 out of the 20 chronic conditions and Subramaniam et
al22 and Picco et al14 only considered 8 and 10 of the 20
conditions, respectively.
DISCUSSION
Summary of results
The SPRs of multimorbidity in the primary care setting
in Singapore varied widely depending on the operational
definition used. The list of chronic conditions proposed
by Fortin et al21 gave the highest SPR of multimorbidity
(17.2%). The lists by Fortin et al,21 Ge et al,23 26 Low et
al24 and Quah et al12 included at least 12 chronic conditions with the list by Quah et al12 comprising the highest
proportion of chronic diseases (92.3%) with an SPR of
at least 1.0% that matched with a NHGP ICD-10 code.
The lists by Picco et al14 and Subramaniam et al22 did not
Lee YAJ, et al. BMJ Open 2020;10:e039440. doi:10.1136/bmjopen-2020-039440
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Table 2 Comparison of the standardised prevalence rates of multimorbidity among the six lists of chronic conditions
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Comparison of operational definitions
Comparing the six operational definitions, it is clear that
the lists proposed by Picco et al14 and Subramaniam et
al22 had fallen short on several fronts. Both lists considered less than 12 chronic conditions and have comparatively lower proportions of chronic conditions with SPR
of at least 1.0%. In addition, both considered the fewest
number of chronic conditions under CDMP and failed
to include hyperlipidaemia, which constitutes a large
proportion of polyclinic attendances. These shortfalls
likely contributed to the low SPRs of multimorbidity tabulated and underestimate multimorbidity in the primary
care setting in Singapore.
While Low et al’s list24 comprised 31 chronic conditions,
including all 20 conditions under CDMP, it reported the
lowest proportion of chronic diseases (41.9%) with an
SPR of at least 1.0%. This is likely due to two reasons. The
first was that Low et al’s list24 is the longest among the six
lists. While Low et al24 included 13 conditions with an SPR
of at least 1.0%, (numerator), second only to Fortin et al,21
its inclusion of a total of 31 chronic conditions (denominator), resulted in a less discriminating list. Second,
the manner in which the list of chronic conditions was
classified could be a contributory factor. Low et al24 had
kept ‘major depression’, ‘anxiety’, ‘schizophrenia’ and
‘bipolar disorder’ as four separate chronic conditions
(online supplemental appendix 1-3), while other studies
such as that by Quah et al12 had grouped them under a
single chronic condition category—‘psychiatric conditions’ (online supplemental appendix 1-5). When considered individually, only the chronic condition ‘major
depression’ had an SPR of at least 1.0%. While Low et al’s
list24 is the most comprehensive, the presence of chronic
conditions with overlapping ICD-10 codes prior to reclassification and the large number of chronic conditions
with no corresponding NHGP ICD-10 codes make it less
ideal as an operational definition for use in the primary
care setting in Singapore.
The list by Ge et al,23 26 which comprised 17 chronic
conditions and considered a large number of chronic
conditions under CDMP, also had a low proportion of
chronic diseases (52.9%) with an SPR of at least 1.0%. Ge
et al23 26 had likewise considered the psychiatric diseases
individually (online supplemental appendix 1-2) as
opposed to grouping them as a single chronic condition.
In addition, Ge et al’s list23 26 did not include conditions
commonly seen in primary care such as thyroid conditions and diseases of the gastrointestinal tract, which were
present in Fortin et al21 (online supplemental appendix
1-1) and Quah et al’s lists12 (online supplemental appendix
1-5). ‘Thyroid disorder (Fortin et al21)/thyroid diseases
(Quah et al12)’ have an SPR of 2.36%. ‘Chronic hepatitis
(Fortin et al21)’ and ‘stomach problem (reflux, heart burn
Lee YAJ, et al. BMJ Open 2020;10:e039440. doi:10.1136/bmjopen-2020-039440

or gastric ulcer) (Fortin et al21)’ have SPRs of 3.02% and
2.52%, respectively, while ‘gastrointestinal diseases (Quah
et al12)’ have an SPR of 5.76%. The list proposed by Ge et
al23 26 is thus not ideal as the exclusion of these chronic
conditions would underestimate multimorbidity in the
Singapore primary care setting.
Quah et al’s list12 of 13 conditions, encompassing 17
CDMP conditions, comprised the largest proportion of
chronic conditions (92.3%) with SPRs of at least 1.0%.
This is contributed by two reasons. First, Quah et al12 had
included the chronic condition ‘physical disability’, which
had a SPR of 1.05% and was absent in all the other five
lists. Second, Quah et al12 had classified chronic diseases
affecting similar organ systems into a single chronic
condition category (online supplemental appendix 1-5).
For example, several ICD-10 conditions such as Parkinson’s disease, dementia, epilepsy and stroke were all
classified under a single category ‘neurological conditions’. While we acknowledge that individuals who suffer
diseases of the same organ system often follow-up with the
same specialist and treatment options are often complementary and hence the rationality behind this manner of
classification,37 it is of our view that this is not always applicable to all chronic conditions of the same organ system.
For example, in Parkinson’s disease, the focus of care is
on maintaining functional capabilities, while in epilepsy,
care is focused on the avoidance of seizure triggers and
seizure first aid. This manner of classification, as adopted
by Quah at el.,12 risks overlooking individuals who require
greater care and would fail to give a discerning estimate
of multimorbidity. It is of our view that clinical judgement
should be exercised in defining ‘disease entities’ taking
into account the care needs of each chronic condition.
While the list of 19 chronic conditions proposed by
Fortin et al21 captured fewer chronic conditions under
CDMP and had a lower proportion of chronic conditions
(78.9%) with a SPR of at least 1.0% compared with that
by Quah et al,12 its inclusion of key chronic conditions of
relevance to primary care makes it most suitable as an
operational definition for use in the primary care setting
in Singapore. Fortin et al21 included the chronic condition ‘chronic urinary problem’, which was matched to
the ICD-10 code ‘hyperplasia of prostate’. The SPR tabulated was 1.07% and benign prostatic hyperplasia is also
recognised under CDMP, underscoring its importance
in the population. In addition, Fortin et al21 considered
the chronic condition ‘osteoporosis’, a chronic disease
recognised under CDMP. While the SPR tabulated for
‘osteoporosis’ stands at 0.57%, this is likely to increase
in the future in view of Singapore’s rapidly ageing
population.38
Proposing a new operational definition of multimorbidity
When applied to the primary care population in Singapore, the list proposed by Fortin et al21 had comparatively outshone the others based on the aforementioned
criteria.
5
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include hyperlipidaemia, a chronic condition of high
relevance in the primary care setting in Singapore and
both lists considered the fewest number of conditions
under CDMP.
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Strengths of our study
Our study leveraged on the utilisation of a large database on which the six different operational definitions
were consistently applied. The determination of the clinical relevance of a chronic condition was also achieved
through an iterative process, with discussions held among
clinicians and research team members. In addition, a
systematic method was employed in the comparison of all
six operational definitions.
Limitations of our study
Our study has several limitations. First, we only used data
from a single administrative source—the EMRs. The use of
a single data source risks underestimating the prevalence
estimates of chronic conditions.41 Furthermore, the utilization of EMRs relies heavily on accurate and consistent
data reporting. This limitation was, however, mitigated by
the use of standardised ICD-10 codes. Second, the number
of ICD-10 codes depicting chronic conditions is fixed and
predetermined in our EMRs. Ten chronic conditions/
6

categories of conditions could not be reliably coded
with the NHGP ICD-10 codes. This included the chronic
condition proposed by Fortin et al21 ‘chronic musculoskeletal condition causing pain or limitation’, a common
report in the primary care setting.12 The fixed number
of NHGP ICD-10 codes available also limited the inclusivity of chronic conditions such as ‘physical disability’,
which only included the ICD-10 codes ‘hearing loss’ and
‘congenital malformation of the musculoskeletal system’.
The available list of ICD-10 codes may change as we move
on to the new generation EMR system in the future. Third,
our study reports low SPRs of psychiatric conditions. This
is incongruent with reports from the Singapore Mental
Health Study, which reported higher lifetime prevalence
rates.42 One possible reason is that patients with psychiatric illnesses tend to consult spiritual healers for help
instead of their primary care physicians.42 43 Finally, we
did not estimate the impact of each chronic condition on
affected individuals. This was a criterion that was used by
Fortin et al in his selection of chronic conditions for inclusion in their operational definition.21

CONCLUSION
We compared six operational definitions and found
that Fortin et al’s list of chronic conditions21 (online
supplemental appendix 1-1) was most applicable to the
primary care setting in Singapore, fulfilling the aforementioned criteria. We propose the addition of prediabetes and the chronic condition ‘physical disability’
into Fortin et al’s list of conditions21 to augment its
comprehensiveness in our setting (online supplemental
appendix 6).
Multimorbidity is a growing global healthcare conundrum. We used criteria previously proposed by Fortin et
al21 in the formulation of a standardised operational definition contextualised to primary care in Singapore. The
creation of such standardised operational definitions for
use in individual countries would allow for meaningful
comparisons to be made across research studies done
within the country. Common patterns of multimorbidity
within the country can then be reliably identified, facilitating the creation of specific multimorbidity CPGs that
are relevant to the primary care setting of the country.
The CPGs can focus on coordinating care across various
specialties, medications management to avoid polypharmacy and management of shared disease risk factors that
are not covered with the current single disease CPGs.44
We propose that similar studies be conducted in different
geographical countries/regions in the world to describe
the most suitable list of chronic conditions for multimorbidity in their own context.
Contributors ESL and PSSL initiated and conceptualised the study. ESL and YX
developed the analysis approach. YAJL conducted the data analysis for this study.
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We propose the use of a modified list of chronic conditions adapted from Fortin et al’s list21 for use in the
primary care setting in Singapore (online supplemental
appendix 6). We suggest the inclusion of prediabetes
(ICD-10 codes: E09 and E099) under the chronic condition ‘diabetes’ and the addition of the chronic condition
‘physical disability’ to Fortin et al’s existing list of chronic
conditions21 to increase its comprehensiveness.
The relevance of prediabetes in Singapore is indisputable with the Singapore government placing greater
emphasis on diabetes management and aggressive intervention for individuals with prediabetes.39 Prediabetes is
also recognised under CDMP and has an SPR of 3.65%
(3.61, 3.69). The inclusion of prediabetes under the
chronic condition ‘diabetes’ increased the SPR from
11.86% to 14.28% (14.20, 14.35).
The inclusion of ‘physical disability’, with an SPR of
1.05%, which includes the ICD-10 code ‘hearing loss’ is
important in the context of Singapore’s ageing population as the prevalence of hearing impairment has been
reported to increase with age and has serious ramifications physically, mentally, socially and financially for
affected individuals.40
We acknowledge that Fortin et al21 did not recognise
several conditions under CDMP (online supplemental
appendix 4), namely, ‘schizophrenia’, ‘bipolar disorder’,
‘Parkinson’s disease’, ‘epilepsy’ and ‘psoriasis’, however,
the SPRs of each of these chronic conditions are low and
are unlikely to result in much variation in the prevalence
estimates of multimorbidity. In addition, in Singapore,
these chronic conditions are still largely managed by their
relevant specialities and do not form a large proportion
of primary care attendances.
With the proposed new operational definition, we calculated the SPR of multimorbidity to be 18.1%. The pattern
of multimorbidity across the different sex, ethnicity and
age groups remains consistent with that of Fortin et al’s.21
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