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Background

 Living with multiple long-term conditions (MLTCSs) represents significant burden to an individual, their support
network, healthcare systems and broader society; particularly in disadvantaged communities and settings?! (Figure 1).

« Having pre-existing MLTCs is associated with severe SARS-CoV-2 infection (defined by hospitalisation or death)?!?
and non-recovery and multiorgan abnormalities at 5-months post COVID-19 hospitalisation34.

« Certain single pre-existing LTCs (e.g., diabetes®) have been identified as risk factors for poorer outcomes at one-year
post hospitalisation. However there is limited understanding as to how MLTCs affect recovery and whether there Is

any difference according to how MLTCs are categorised. DEPRIVATION " OBESITY

Aims SMOKING ETHNICITY

1. To compare patient-perceived recovery at one-year post COVID-19 hospitalisation between propensity-matched
adults with and without pre-existing MLTCs.

2. To compare patient-perceived recovery at one-year post COVID-19 hospitalisation according to varied
categorisation of MLTCs (e.g., number of LTCs, number/type of bodily systems involved, MLTCs weighted score).

Figure 1. Intersectional risk factors
associated with the development of MLTCs

Methods Results 1 — matched cohort

 Using the Post Hospitalisation COVID-19 (PHOSP-COVID) study®, which recruited adults between 2020-2022, we 647 adults with and 647 without MLTCs were
propensity-matched adults with and without MLTCs 1:1 for risk factors associated with the development of MLTCs. matched (Table 1):
« Patient-perceived recovery was defined by responses to the question “Do you feel fully recovered?” (Yes/No). Median age 59 [IQR 52-67] years
* Multivariate logistic regression (including age, sex, ethnicity, deprivation, severity of acute illness, admission duration, 61.9% male
obesity, and smoking history) was used to model patient-perceived recovery at one-year post-discharge. 79.6% of white British ethnicity
* Further analyses in adults with MLTCs compared varied categorisation of MLTCs. Median admission duration 8 [IQR 4-16] days
 Complete-case analysis was used for primary and exploratory analyses.

Recovery: OR (95% CI, p-value) Table 1. Propensity-score matched cohort

Pre existing MLTCs Oor1LTC

MLTCs 0.66 (0.51-0.85, p=0.001) v T Maifc':"h.Ed <
Age_years <50 - T pa_ ICipan
50-55 1.18 (0.76-1.82, p=0.467) . (n=1294)
56-60 0.53 (0.34-0.82, p=0.005) - . n Yo o o
61-65 0.58 (0.39-0.86, p=0.007) " ' Age (years) =30 16 1.2 1.5 0.9
66-70 0.75 (0.48-1.15, p=0.184) - ! 30-39 57 44 49 3.9
»>70 0.78 (0.50-1.22, p=0.283) . ¢ 40-49 101 148 16 4 131
Sex Male . - 20-59 411 31.8 311 | 210 325
Female 062(047-0.81,p=0.001) " | 60-69 397 307 20 4 207 32 0
Ethnicity _group White . ~
4 Black, Mixed, Othtil, or South Aslan 1.85(1.36-2.53, p<0.001) T ™ ;gf’g 332 1556 ?g 1495 ;Dﬁ 1624
IMD quintile 5 - least depnve;i R o s 'T Sex Female 103 381 | 260 102 233 6.0
3 1 02‘:0 68-1.52.0:0918} =. _ Male 801 61.9 | 387 508 | 414 654.0
2 0.92 (0.62-1.37, p=0.686) ‘ P Eth“lﬂlt}f E-|E|.Ek B9 5.3 39 6.0 30 46
{ - most deprived 0.70 (0.47-1.05, p=0.083) : - L Mixed 27 21 115 23 |12 1.9
Severity_of_acute_illness WHO _CPS Class 3-4 - ; Other 53 41 30 46 |23 3.6
class 5 1.37 (0.94-2.01, p=0.103) A 2 South Asian 115 289 B0 g3 55 85
Class 6 1.22 (0.78-1.92, p=0.388) I - White 1030 796 | 503 77.7 | 527 815
Class 7-9 0.59 (0.32-1.07, p=0.084) B : IMD quintile 1 —most deprived | 284 219 [ 144 [ 223 [140 | 2186
Duration of admission days 0-9 - 2 260 201 136 710 124 192
10-19 1.00 (0.70-1.42, p=1.000) = 3 943 188 | 119 18.4 124 19.2
Obesity BMI < 30 kg e Mant i - *-—t 4 245 189 | 118 | 182 |127 | 196
BMI 30+ kg/m*2 0.53 (0.41-0.69. p<0.001) _ - ? SEec 5'3; least deprived | 262 202 | 130 201 | 132 204
Smoking_history Never smoker - esity e5e 926 406 | 266 411 | 260 40.2
Current or ex smoker 0.72 (0.55-0.93, p=0.013) - . _ Non-obese 768 | 594 | 381 |589 |387 |598
| Smoking history | Current 10 15 |11 17 a8 1.2
= Ex H43 420 | 268 414 | 275 42 5
EMI = body-mass index: IMD = Index of Multiple Deprivation; LTC = long-term condition, MLTCs = multiple long-term conditions; OR = odds ratio; WHO CPS = World Heailth Organisation Clinical Progression Scale; 95% CI = 95% confidence interval Never 732 566 | 368 6.9 | 364 6.3

. . : o . IMD = Index of Multiple Deprivation; LTC = long-term condition, MLTCs = multiple long-term
Figure 2. Patient-perceived recovery at one-year post-COVID-19 hospitalisation conditions; SMD = standardised mean difference

Further categorisation of MLTCs Reference OR [95% CI] for p value
recovery at one-year*

Number of LTCs 23 2LTCs 0.91 [0.45-1.27] 0.574
Resu |tS 2 _ M LTCS cohort z4 2LTCs 0.87 [0.63-1.21] 0.421
- - Z0 2LTCs 0.78 [0.52-1.14] 0.206

Tab I € 2. Patlent_percelved recovery MLTCs - single bodily system Cardiovascular Absence 0.75 [0.49-1.17] 0.206

922 adults with MLTCs had complete data relevant at one-year post-COVID-19 Respiratory Absence | 0.49 [0.34-0.70] <0.001

. . . . Gastrointestinal Absence 0.64 [0.42-0.98] 0.044
to the analyses hospltallsatlon accordlng to further Neurological or psychiatric Absence 0.56 [0.37-0.83] 0.004
Rheumatological Absence 0.96 [0.63-1.44] 0.841

° Type and number Of bOdIly SyStemS negatively Categorisation of pre'eXiSting Metabolic, endocrine, or renal | Absence 1.40 [0.89-2.19] 0.140

— Malignancy or haematological | Absence 0.65 [0.34-1.21] 0.185
affected recovery (Table 2) MLTCs (n=922) MLTCs - multiple bodily systems | =2 1 system 0.67 [0.47-0.95] 0.026

23 1 system 0.61 [0.42-0.88] 0.009
Mental and physical health LTCs Physical only | 0.64 [0.42-0.96] 0.033

“Adjusted for age, sex, ethnicity, IMD, severity of acute illness, duration of admission, obesity and smoking history
Cl = confidence interval; LTC = long-ferm condition, MLTCs = multiple long-term conditions

Conclusion

« Adults with pre-existing MLTCs were less likely to report full recovery at one-year post COVID-19 hospitalisation compared to adults without MLTCs.
* We report novel prognostication for pre-existing MLTCs relevant for clinical care post-COVID-19 hospitalisation.
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