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Key points
••

As the number of people with multiple health conditions grows, meeting their needs
will be one of the biggest challenges facing the NHS. In 2006/07, one in 10 patients
admitted to hospital as an emergency had 5+ conditions. In 2015/16, the figure was one
in three.

••

People with multiple conditions often have poorer quality of life, greater risk of
premature death, and may need substantial NHS support. But the ability of the NHS
to plan care that responds to these needs has been hampered by a lack of information
about the conditions that people have and their existing patterns of care.

••

To fill some of the gaps, we analysed data from 2014 to 2016 for 300,000 people
in England. We considered 36 health conditions, including physical and mental
health conditions, ongoing symptoms such as chronic pain, sensory impairment and
substance misuse.

••

We found that one in four adults had 2+ health conditions. This equates to
approximately 14.2 million people in England with multiple conditions.

••

People in disadvantaged areas are at greater risk of having multiple conditions, and are
likely to have multiple conditions at younger ages. Around 28% of people in the mostdeprived fifth of England have 4+ conditions, compared with 16% in the least-deprived
fifth. In the least-deprived fifth of areas, people can expect to have 2+ conditions by the
time they are 71 years old, but in the most-deprived fifth, people reach the same level of
illness a decade earlier, at 61 years of age.

••

Although having multiple conditions is often thought of as being related to old age, 30%
of people with 4+ conditions are under 65 years of age, and this percentage is higher in
disadvantaged areas. Improving care for people with multiple conditions requires action
across the NHS and other sectors, not just services targeting elderly people.

••

People with multiple conditions have multiple consultations and treatments. We found
patients with 4+ conditions had an average of 8.9 outpatient visits across 2.8 different
medical specialties. Over the study period, they visited their general practice 24.6
times (or once a month on average) and were prescribed 20.6 different medications.
This compares with the 2.8 outpatient visits, 8.8 visits to the general practice, and 5.6
different medications for patients with one condition. However, people with multiple
conditions did not seem to have significantly longer GP consultation times despite their
more complex needs.

••

Our analysis shows that 82% of people with cancer, 92% with cardiovascular disease,
92% with chronic obstructive pulmonary disease and 70% with a mental health
condition have at least one additional condition. But clinical strategies to manage care
often focus on single conditions.

••

Care for those with 2+ conditions accounts for a large proportion of NHS costs,
including over half of the costs of primary and secondary care, and three-quarters of the
costs of primary care prescriptions. Over the next 5 years, the rising number of people
with multiple conditions is projected to increase total hospital activity by 14% and costs
by £4bn. Therefore, a sustainable NHS will need to improve both the quality and costeffectiveness of care for people with multiple conditions.

••

Given our findings, long-term planning for the NHS needs to have a clear focus on
people with multiple conditions. We suggest six key steps to improve care for this
group: supporting those with multiple conditions to live well; developing new models
of NHS care for those with multiple conditions; resourcing the vital role of primary care;
designing secondary care around those with multiple conditions; using data and sharing
information to improve care for those with multiple conditions; and evaluating what
works.

••

To ensure that everyone has the best opportunity to live a healthy life, urgent crossgovernment action is needed to tackle the underlying causes of multiple conditions,
along with investment in the public services that affect people’s health.

Introduction
The NHS faces a mismatch between demand and resources. This has led to year-round
pressures on emergency departments and less visible, but very real, pressures on primary
and social care. The extra £20.5bn promised by the government for the NHS in England,
while substantial, is only what is required to maintain current levels of care. But demand
and cost pressures are likely to increase over the next 5 years.1
The increased demand is largely due to two factors: our ageing population and a rise in
the number of people living with conditions such as diabetes, cardiovascular disease, and
depression. Not only are more people living with health conditions, more people have
multiple conditions. The number of people in England with 4+ conditions is predicted
to double between 2015 and 2035.2 In many ways, this is good news: more people are
surviving diseases like cancer, stroke and heart disease because of better treatment and
therefore living longer. However, this means that people are living with these health
conditions, as well as others that arise as they age.3 The effects of this change are evident
across the health care system. For example, the biggest growth in emergency admissions
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has come from those with multiple conditions. In 2006/07, one in 10 patients admitted
to hospital as an emergency had 5+ conditions. In 2015/16, the figure was one in three.4
Patients with multiple conditions stay longer in hospital and are more likely to be
readmitted when finally discharged.
The effects of living with multiple health conditions can be profound. People with
multiple conditions have poorer quality of life, difficulties with everyday activities,
and greater risk of premature death.5,6,7,8,9 When people talk about the impact of their
conditions on their daily lives, some report a loss of mobility, resulting in isolation. The
demands of their conditions sometimes do not allow them to remain in work, leading
to financial hardship and the loss of valued jobs and colleagues. This then exacerbates
inequalities, with loss of income and worklessness contributing to further declines in
health.10 There is a danger that, without action, worsening socioeconomic inequalities will
further concentrate this trend among the most disadvantaged.

How has the health care system responded to the growing
number of people with multiple conditions?
With the number of people with multiple conditions rising, the NHS has begun to
recognise the importance of delivering care across traditional disease specialties and health
and social care boundaries. Guidelines and care-quality indicators for the assessment
and management of people with multiple conditions have been developed11,12 and the
need for research into better models of care for people with multiple conditions has been
highlighted.13,14,15 Researchers and practitioners in many countries agree that health
systems need new models to care for those with multiple conditions.16
The responsibility for managing their conditions falls primarily on the individuals
themselves. Some need to take multiple medications at certain times, or regularly monitor
clinical indicators like blood sugar. Unsurprisingly, juggling the tasks needed to manage
multiple conditions can feel like an overwhelming burden for some people. The Health
Foundation has shown in its own research that people who are less able to effectively
manage their health conditions require more care from the NHS.17,18 In planning the longterm future of the NHS, national programmes targeting specific conditions (such as cancer,
cardiovascular disease or mental health) are important to improve care for patients with
those conditions. But they need to be supplemented with a strategy that focuses action on
multiple conditions, informed by better information about the needs of this growing group
of people.
In this briefing, we describe what NHS care looks like for patients with multiple
conditions. We also show what proportion of NHS resources is used to provide care
for these patients. We argue that designing high-quality care for patients with multiple
conditions should be an essential part of any NHS strategy – be it for primary, secondary,
community, emergency, or integrated care.19 We emphasise that multiple conditions are a
concern for all patients, not just elderly ones, particularly in deprived areas, and that having
an additional condition can increase the complexity of a patient’s health needs and their
need for support and treatment from the NHS.

How has the health care system responded to the growing number of people with multiple conditions?
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The challenge of measuring multiple conditions
One challenge of researching multiple conditions is that there is no agreement on which,
or how many, conditions should be considered. Logically, the longer the list of conditions
of interest, the more people will be identified as having multiple conditions, leading to
differing estimates of prevalence. We used a list of 36 conditions, selected because they
lead to a significant need for treatment or have been linked to poorer quality of life, poorer
functioning or greater risk of premature death (Box 1). The list includes long-term and
recurring conditions (eg depression, diabetes) as well as risk factors (eg hypertension) and
symptoms including chronic pain (which has been referred to as a painful condition20,21).
The conditions are all recorded by GPs, and have been commonly used in recent studies in
England.20,21

Box 1: List of 36 conditions used in this analysis22
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••

Alcohol problems

••

Other psychoactive substance misuse

••

Anorexia or bulimia

••

Asthma (currently treated)

••

Atrial fibrillation

••

Blindness and low vision

••

Bronchiectasis

••

Chronic kidney disease

••

Chronic liver disease

••

Chronic obstructive pulmonary disease (COPD)

••

Constipation (currently treated)

••

Coronary heart disease

••

Dementia

••

Depression, anxiety and other neurotic, stress-related and somatoform disorders

••

Diabetes

••

Diverticulosis

••

Epilepsy

••

Hearing loss

••

Heart failure

••

Hypertension

••

Inflammatory bowel disease

••

Irritable bowel syndrome

••

Learning disability

••

Migraine

••

Multiple sclerosis

••

New diagnosis of cancer within last 5 years

••

Painful condition (on prescription-only pain medication)

••

Parkinson’s disease
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••

Peripheral vascular disease

••

Prostate disorders

••

Psoriasis or eczema

••

Rheumatoid arthritis, other inflammatory polyarthropathies and systematic connective
tissue disorders

••

Schizophrenia (and related non-organic psychosis) or bipolar disorder

••

Stroke and transient ischaemic attack

••

Thyroid disorders

••

Viral hepatitis

Our analysis used a pseudonymised database of electronic health records, the Clinical
Practice Research Datalink.23 We obtained approval for this study from an independent
committee (ISAC protocol reference number 17_150RMn2). Individuals cannot be
identified from these records and data confidentiality was maintained by our rigorous
adherence to strict data-handling procedures in a secure data environment. More
information on data security is available on the Health Foundation’s website.24
We used a random sample of 300,000 patients registered with a GP, a sample large enough
to carry out our study robustly, and which, from previous studies, we know is broadly
representative of the population of England.23 For each patient in the dataset we counted
the number of conditions that appeared in the primary care records on 1 April 2014, using
published code lists.25 We then calculated the use of health services between then and 31
March 2016 (a 2-year period) and estimated the cost of these services for every patient in
the sample.
Using this approach, we could estimate the total use and cost of their NHS care over a
range of primary and secondary care services. This included hospital admissions, visits
to emergency departments, outpatient appointments, primary care consultations and
primary care prescriptions. Specialised commissioning, specialist mental health care and
community care are not included in these records.
Our analysis uses a large linked dataset, with a comprehensive picture of conditions from
primary care records, but there are limitations with our approach. In most cases, the dataset
didn’t record the severity of the conditions, and we didn’t track how long the patient had
the condition, or whether they developed additional conditions during the 2-year followup period. How long a patient has a condition might be important. For example, a person
may have more interaction, and thus hospital and GP activity, with the NHS when they are
first diagnosed than later in the course of their disease (eg for cancers).

How many people have multiple conditions?
Nearly one in four people in our sample had 2+ conditions (Figure 1), which corresponds
to an estimated 14.2 million people in England.*,26 Around one in 12 people have 4+
conditions – an estimated 4.7 million people in England.
*

This is an estimate is based on September 2018 figures of 59,297,331 patients registered at a GP practice in
England. It is based on the estimated prevalence of 2+ conditions in each year of age but does not account for
other characteristics that might be related to prevalence (eg gender, socioeconomic deprivation).26

How many people have multiple conditions?
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Figure 1: Percentage of people with 0, 1, 2, 3 and 4+ conditions
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The most common conditions in our sample are shown in Figure 2. One in seven people
had hypertension and one in eight had a painful condition.* A person with hypertension
had an average of 2.1 additional conditions and a person with depression or anxiety had 2.0
additional conditions. People with chronic kidney disease had 3.3 additional conditions.
There has been some interest in identifying clusters and combinations of multiple
conditions that are associated with particularly poor outcomes for patients and increased
demand on the health care system. Of the 36 conditions we included, some fall within
the same body system – for example, coronary heart disease and hypertension. These
might share underlying biological mechanisms and as a result there might be a common
treatment approach. By contrast, conditions that are in different body systems, and treated
by different specialists may be more complex to manage (eg depression and diabetes).
An important limitation of our work is that we counted each condition as separate, even
if it was related to another, and did not account for whether any might be concordant
or discordant. Future work to describe the impact on people and on the NHS of having
multiple discordant versus concordant conditions could help the NHS to plan services
better.

*

People on 4+ prescription-only analgesics or 4 antiepileptics in the absence of an epilepsy diagnosis were
defined as having a painful condition.
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Figure 2: Common conditions and average number of additional conditions
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The importance of multiple conditions for cancer,
cardiovascular and respiratory diseases, and mental health
The NHS has often focused resources and attention on single, important conditions such
as cancer, cardiovascular and respiratory diseases, and mental health. This focus can achieve
improvements in treatment and outcomes for patients, however failing to consider the
impact of multiple conditions on patients with these conditions would be a mistake. Our
analysis shows that 82% of people with cancer, 92% with cardiovascular disease, 92% with
chronic obstructive pulmonary disease (COPD), and 70% with a mental health condition
had at least one additional condition (Figure 3).* The average number of additional
conditions ranged from 1.8 for those with a mental health condition to 3.3 for those with
COPD. In other words, for these patients, having multiple conditions is now the norm.
Hypertension and pain were the most common additional conditions in the four clinical
conditions we looked at (Figure 4). For example, 40% of people with cancer also had
hypertension and over 30% had a painful condition. This may reflect either causation (eg a
cancer that causes pain) or the fact that these are common conditions in the population.

*

These estimates are based on a total of 4,075 people with cancer, 12,971 people with cardiovascular disease
(coronary heart disease, stroke, transient ischemic attack, peripheral vascular disease), 4,890 people with COPD,
and 32,792 people with a mental health condition (including depression, anxiety, schizophrenia, anorexia,
bulimia, alcohol or other substance misuse) in our sample.

The importance of multiple conditions for cancer, cardiovascular and respiratory diseases, and mental health
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Figure 3. Average number of additional conditions for people with cancer, chronic
obstructive pulmonary disease, cardiovascular disease, or a mental health
condition
0

Cancer

Chronic obstructive
pulmonary disease

1

2+ additional conditions

Cardiovascular
disease

Mental health
condition

Although strategies to improve health care often have a single disease focus, future
initiatives might need to consider the person’s additional conditions to reduce their
treatment load and improve their outcomes. For example, people with heart disease are
at higher risk of dying in the short and medium term if they have depressive symptoms,
compared with those who do not.27 Appropriate treatment for depression might be as
important as treatment strategies for heart disease risk factors (and might help patients to
adhere to those strategies).

The complex care of people with multiple conditions
The care of people with multiple conditions is often complex, is delivered by many parts
of the NHS, and can demand much time and interaction with the health care system.28,29
In our analysis, we took a detailed look at care for those with multiple conditions to learn
about the complexity of the care they receive and which parts of the NHS they have to
navigate. As our analysis is based on information available from electronic health records
in primary care and administrative data in secondary care, it summarises the number of
visits they made to primary and secondary care, but does not include community health
care and social care. Neither does it capture the experience from the patient’s perspective,
and so may omit important elements such as the difficulty of arranging transport to attend
appointments, the impact of care on their daily lives, and which elements of NHS care they
find most valuable.28,29
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Figure 4: Most common additional conditions for people with cancer,
cardiovascular disease, chronic obstructive pulmonary disease or a mental health
condition
Cancer
Coronary heart disease
Diverticulosis
Prostate disorders
Diabetes
Chronic kidney disease
Depression/anxiety
Hearing loss
Painful condition
Hypertension
0

10

20

30

40

50

60

50

60

50

60

50

60

% with additional condition

Chronic obstructive pulmonary disease (COPD)
Diverticulosis
Coronary heart disease
Chronic kidney disease
Diabetes
Hearing loss
Depression/anxiety
Asthma
Painful condition
Hypertension
0

10

20

30

40

% with additional condition

Cardiovascular disease
COPD
Thyroid disorder
Prostate disorders
Depression/anxiety
Chronic kidney disease
Diabetes
Hearing loss
Painful condition
Hypertension
0

10

20

30

40

% with additional condition

Mental health condition
Chronic kidney disease
Constipation
Thyroid disorder
Diabetes
Asthma
Hearing loss
Irritable bowel syndrome
Hypertension
Painful condition
0

10

20

30

40

% with additional condition
The complex care of people with multiple conditions
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Patients with multiple conditions make more visits to outpatient departments (Figure
5) than patients with a single condition. Over the 2 years of our study, those with 4+
conditions averaged 8.9 outpatient visits in 2.8 specialties. Traditionally, specialists in
outpatient departments are not set up to provide joined-up treatment, though increasingly
there are examples of specialties working together.30 If a patient is receiving treatment from
multiple specialists, those specialists might be treating the patient according to conditionspecific guidelines, rather than considering what other conditions the patient has and
coordinating their advice and treatment.31 It is important to develop greater collaboration
between specialists, as otherwise information from different specialists will only be
brought together by the GP and the patient.
Figure 5: Outpatient and primary care interactions by number of conditions
GP visits

Outpatient appointments

Different prescriptions
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0
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Unsurprisingly, we found that the number of primary care consultations a patient has
increased with each additional condition (Figure 5). Over the 2-year study period,
those with 4+ conditions had an average of 28.9 consultations, compared with 10.0
consultations for those with a single condition. Most of the consultations (24.6/28.9) for
patients with 4+ conditions were face-to-face GP consultations. The process of recording
the patient’s symptoms, diagnosing, and identifying appropriate medications is likely to
be more complex for those with multiple conditions, yet the average GP consultation time
was not strongly related to the number of conditions. Patients with 4+ conditions received
only an additional 14 seconds per consultation on average, compared with patients with a
single condition.
Patients with 4+ conditions were prescribed an average of 20.6 different medications or
other therapies by their GP over the study period. Taking more medications increases the
risk of side effects and drug interactions.11 Taking multiple medications on strict schedules
can be challenging, so patients may find it difficult to adhere to the treatment their doctor
prescribes.
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Over the 2-year study period, three times as many people with 4+ conditions (3/100)
were admitted to hospital than people with a single condition (1/100). We might expect
patients with more conditions to have more hospital admissions as an appropriate
part of their care, and both routine and emergency admissions were more common for
people with multiple conditions. However, we know that hospital admissions are often
undesirable for patients, and there is some evidence that if GP care is managed by the same
practitioner over a long period of time,32 patients have fewer emergency admissions. We
also know that some patients with multiple conditions find it difficult to manage their own
health away from the NHS, and that those who find it difficult to manage their own health
have more emergency admissions.18 Further work is needed, but research suggests that
emergency admissions are not inevitable for patients with multiple conditions, and could
be avoided through improved continuity of care, or if patients were supported to improve
their ability and confidence to manage their own health conditions.

Planning NHS care for people with multiple conditions
As life expectancy has increased in recent decades, so has the number of people with
multiple conditions. The NHS must make realistic plans to provide appropriate care for this
growing group. To illustrate the potential impact on the NHS, we calculated the average use
and cost of primary and secondary care services according to the number of conditions a
person has.
Hospital and primary care records don’t directly contain information on the cost of
treatment. For secondary care (emergency department, outpatient and inpatient care), we
used national tariff costs.33 Each occurrence of care was assigned to a health care resource
group and the national tariff payment system provided a cost for each group. For primary
care, as no tariff costs are available, we used estimated unit costs from the nearest available
year.34 The cost of each primary care prescription was obtained by linking the therapy code
to item-specific costs from the national drug tariff.
The costs we calculated are underestimates. First, the database we used did not include
community care, specialist mental health care, or specialised commissioning. Second, it
was not possible to get unit costs for around 15% of prescriptions, and GP administration
costs were not included in our analysis. Despite the limitations of the dataset, however,
the impact of the growing number of people with multiple conditions on the NHS is clear.
Around 50% of hospital admissions, outpatient visits and primary care consultations were
for people with 2+ conditions. Around 23% of hospital admissions, outpatient visits and
primary care consultations and 26% of primary care prescriptions were for people with 4+
conditions (Figure 6).
This increased activity in the NHS translates into share of spending across primary and
secondary care: over 55% of NHS costs (for hospital admissions and outpatient visits) and
over 75% of the costs of primary care prescriptions were for people with 2+ conditions
(Figure 7). This trend is likely to continue, with consequences for the resources needed to
sustain the NHS. Hospitals have treated more and more patients with multiple conditions
over the last decade. If this trend continues, total hospital activity will increase by 14% and
costs by £4bn over the next 5 years.1

Planning NHS care for people with multiple conditions
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Figure 6: Percentage of total health care use by number of conditions
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Figure 7: Percentage of total health care costs by number of conditions
Total costs
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The same relationship between additional conditions and greater use of primary and
secondary care is seen when we look at four specific clinical areas: cancer, cardiovascular
disease, COPD, mental health conditions. In all four areas, the average cost per patient
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increased as the number of additional conditions increased (Table 1). It should be noted
that our calculations do not necessarily include the cost of active treatment of cancer
because our sample included all patients diagnosed in the previous 5 years. This is as we
would expect: patients with more ill health use services more, which incurs greater costs.
These higher costs do not fall equally across all parts of the NHS, and particularly affect
spending on primary care prescribing.
Table 1: Mean health care costs by number of additional conditions for patients
with a clinical priority conditiona
Clinical priority
condition

NHS costs per additional
conditions
0

1

2+

NHS costs relative to no
additional conditions
0

1

2+

Cancerb
732

936

2,407

732

936

2,407

Total costs

£4,700

£5,600

£7,200

1

1.2

1.5

Inpatientc

£2,700

£3,000

£3,600

1

1.1

1.3

Outpatient

£1,500

£1,800

£2,000

1

1.2

1.3

Primary care consultations

£300

£400

£700

1

1.3

2.3

Primary care prescriptions

£200

£300

£700

1

1.5

3.5

1,094

2,012

9,865

1094

2012

9,865

Total costs

£2,200

£3,000

£5,700

1

1.4

2.6

Inpatientc

£1,100

£1,500

£2,800

1

1.4

2.5

Outpatient

£500

£700

£1,200

1

1.4

2.4

Primary care consultations

£300

£400

£700

1

1.3

2.3

Primary care prescriptions

£200

£300

£700

1

1.5

3.5

n

Cardiovascular disease
n

Planning NHS care for people with multiple conditions
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Chronic obstructive
pulmonary disease
(COPD)
366

745

3,779

366

745

3,779

Total costs

£2,400

£3,000

£6,300

1

1.3

2.6

Inpatientc

£1,000

£1,200

£2,900

1

1.2

2.9

Outpatient

£400

£700

£1,200

1

1.8

3.0

Primary care consultations

£400

£500

£800

1

1.3

2.0

Primary care prescriptions

£300

£500

£1,000

1

1.7

3.3

9,782

8,130

14,880

9,782

8,130

14,880

£1,500

£2,600

£5,200

1

1.7

3.5

Inpatientc

£600

£1,000

£2,200

1

1.7

3.7

Outpatient

£300

£600

£1,100

1

2.0

3.7

Primary care consultations

£300

£500

£800

1

1.7

2.7

Primary care prescriptions

£100

£300

£800

1

3.0

8.0

n

Mental health condition
n
Total costs

a
Costs are means based on 2-year follow-up from 1 April 2014 and rounded to the nearest £100. Costs are estimated
from activity in primary and secondary care and include primary care consultations, prescriptions, and hospital care
(inpatient and outpatient) but do not include community care, some specialist mental health care, or specialised
commissioning.
b
All patients diagnosed with cancer in the previous 5 years are included in this table and so these costs do not include
the cost of active cancer treatment for all patients, but this does not differ according to number of additional conditions.
c

The majority of patients have £0 inpatient costs as they were not admitted to hospital in the 2-year follow-up period.

As shown in Table 1, people with cancer, cardiovascular disease or COPD and 2+ additional
conditions have primary care prescription costs that are over three times the level for those
with no additional conditions. The prescription costs are eight times as high for people
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with a mental health condition and 2+ additional conditions, compared with those with a
mental health condition alone. The close link between physical and mental health, and the
need to improve access to physical health care for people with mental health problems, is
well recognised,35 and our findings demonstrate the need to sustain pioneering efforts to
integrate treatment for mental and physical health conditions.36

Socioeconomic deprivation and multiple conditions
The risk of having multiple conditions is greater in socioeconomically deprived areas. For
example, 28% of people 65–74 years of age in the most-deprived fifth of England had 4+
conditions, compared with 16% in the least-deprived fifth.37 As shown in Figure 8, there
is a graded relationship between deprivation and multiple conditions – even those with
a medium level of deprivation have a greater risk of multiple conditions than those in the
least deprived areas. Therefore, while initiatives targeted at the most disadvantaged areas
may be a priority, it is also important to consider patients across the full socioeconomic
spectrum when aiming to reducing the prevalence of multiple conditions.

Figure 8: Percentage of people with 4+ conditions by age and level of
socioeconomic deprivation
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It is well known that the risk of having multiple conditions rises with age, but it is striking
how deprivation adds to this risk. People living in the least-deprived fifth of England had
an average of two conditions when they were aged 71, whereas those living in the mostdeprived fifth reached the same level of illness a decade earlier, at 61 years of age (Figure 9).

Socioeconomic deprivation and multiple conditions

15

Figure 9: Average number of conditions by age and level of socioeconomic
deprivation
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A similar picture was seen in a large Scottish study. Young and middle-aged adults in
the most socioeconomically deprived areas had the same number of multiple conditions
as those 10–15 years older in the least-deprived areas.21 These findings suggest that
socioeconomic disadvantage accelerates when patients develop conditions and illness often
associated with old age,38,39,40 resulting in high levels of multiple conditions among younger
people in deprived areas. Having multiple conditions is a barrier to remaining in work.41
Policies to increase productivity and to extend working lives need to consider the impact
of multiple conditions on working hours and workforce exit. Policies to reduce health
inequalities require a focus on improving care for people with multiple conditions, since
this group is concentrated in more disadvantaged areas.
Although living with multiple conditions is often thought of as a challenge of old age,
our analysis and earlier studies have found that the number of people under 65 years of
age with 2+ conditions is higher than the number aged 65 and over.14,21 Almost a third of
people with 4+ conditions are under 65 years of age. At all ages, having multiple conditions
is associated with greater use of health services. These analyses show that attention should
be paid to multiple conditions in all parts of the NHS and other sectors, not only in services
targeting frail, elderly people.

Implications for the NHS
Following the recent announcement that the government will increase NHS spending in
England over 5 years from 2019, the NHS is putting together a long-term strategy on how
this funding should be used and will then need to develop implementation plans.
While plans to target specific disease areas are important, our analysis shows that virtually
everybody with cancer or a mental illness has additional conditions that can affect their
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outcomes and need for care. We also show that the NHS faces significant challenges in
meeting the needs of people with multiple health conditions, as this group is already using
over half of NHS resources across primary and secondary care and could need an even
bigger share in the future.
People with multiple conditions are at risk of receiving fragmented care across the various
parts of the NHS. Without more joined-up care that recognises their needs, these patients
may continue to experience poorer outcomes, such as increased mortality risk and longer
length of stay, than patients with no additional conditions.7,8 We suggest six key steps
that any long-term strategy and implementation plans should include to improve care for
patients.

NHS long-term planning: Six steps to improve care for
people with multiple conditions
1. Supporting those with multiple conditions to live well
People with multiple conditions are prescribed an average of 20 medications, and to
manage their health may need to frequently attend GP appointments (over once a month in
our analysis) and outpatient appointments (over four times a year). Daily life with multiple
conditions can mean an overwhelming focus on symptom management and health care
tasks.10
A substantial proportion of people with complex health problems need support to
manage their care. Over a quarter of people with multiple long-term conditions (and a
third of those with multiple mental health conditions) report being overwhelmed by
the requirements of managing their health, and these people are also least able to manage
their health conditions.18 Of people with multiple conditions, those least able to manage
their health are 17% more likely to attend a GP appointment, 32% more likely to attend an
emergency department, and 38% more likely to have an emergency admission than those
most able.17,18
There are many approaches, such as health coaching or peer support, to help people
develop the knowledge, skills and confidence to manage their health conditions. Using
tools that measure these abilities would show policymakers that patients vary widely
in capacity and confidence, and track changes over time. It would also allow clinicians
to identify those who could benefit most from extra support. While some areas are
implementing health coaching and goal-setting with patients with health conditions,
and NHS England is encouraging more areas to do this, the NHS could also do more to
encourage patients to access peer support, including via online platforms.18
As it is more common for people living in more-deprived areas to have multiple
conditions, their clinical needs may be compounded by social factors. They might not
have access to the financial support or community services that others in more affluent
areas may have. Social prescribing – referring patients to non-medical, community-based
sources of support – might be particularly valuable in more-deprived areas (if properly
resourced). Examples of social prescribing include advice on finances, navigating access to
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local community groups to reduce isolation, and prescribing exercise to improve wellbeing
and mobility. However, further investigation and evaluation of the effectiveness of social
prescribing for people with multiple conditions is needed to identify which interventions
should be prioritised.
Although initiatives such as social prescribing are important, a person’s health is the result
of many factors, including their quality of housing, where they live, good quality work and
affordable food. Therefore, urgent and cross-government action is needed to tackle the
underlying causes of health conditions, along with investment in public services that affect
people’s health. Furthermore, social prescribing is reliant on services and support being
available in the community. These are often delivered by the voluntary or local government
sector, which are both underfunded and not always available in the deprived areas where
they are most needed.42 Therefore, social prescribing cannot be a substitute for continued
efforts to address the underlying social determinants of health, and this is particularly
relevant for those with multiple conditions who are more likely to live in deprived areas.
2. Developing new models of NHS care for those with multiple conditions
Meeting the needs of people with multiple conditions, at the same time as the NHS is
treating more patients than ever, will require continued investment in developing new
models of care. These models should be person-centred (ie their care should be focused
on the needs of the person rather than on the needs of the service) and coordinated across
primary, secondary, community and social care. Fragmented care poses a risk to quality and
safety; for example, if care is duplicated or omitted, or if the trade-offs that can be inherent
in managing multiple conditions are not properly recognised. Integrating care can reduce
this risk. Integrating care also allows the needs of patients (not just clinical needs but social
care needs, such as assistance with daily tasks or extra support on discharge from hospital)
to be effectively coordinated by health and social care providers.
Integrated care is a feature of many of the vanguards in the New Models of Care
Programme.43 For example, the Fylde Coast vanguard is aiming to provide an ‘extensive
care’ service to people with multiple conditions (based on the CareMore model from
the US).44 Following an assessment with the patient to identify their needs, a dedicated
extensive care hub team takes over full clinical responsibility, providing all primary and
secondary care. The patient is discharged back into the care of their GP when they are
unlikely to further benefit from the extensive care scheme. An independent evaluation of
this new model by the Improvement Analytics Unit (IAU), a partnership between NHS
England and the Health Foundation, is underway.
Multidisciplinary care teams consist of practitioners who meet regularly to discuss the
needs of their most complex patients and coordinate their care between them. They work
together to manage complex situations and the needs of the patients.45 A recent evaluation
by the IAU of multidisciplinary care teams in North East Hampshire and Farnham showed
that they did not lead to lower emergency admissions for their patients, at least in the
short term.46 However, these teams have the potential to reduce fragmentation in care and
improve the patients’ experience of care.
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3. Resourcing the vital role of primary care
Whatever new models are developed, the most important service for people with multiple
conditions is still likely to be general practice. People with multiple conditions attend
general practice more than any other NHS service and rely on GPs to coordinate their
care. This role has been recognised by policymakers – improving the workforce, skills and
infrastructure of general practice has been a priority since the publication of the Five year
forward view for the NHS in England,47 while better coordination between general practice
and other services, including social care and hospitals, has been an explicit aim of the New
Models of Care Programme launched at the same time.
The General practice forward view, published in 2016, promised an additional 5,000 GPs
by 2020/21.48 However, the latest data from NHS Digital suggests that far from this target
being met, more GPs are leaving than joining. In March 2018, there were 33,686 full-time
equivalent GPs: 235 fewer than in March 2017.49
As we noted earlier, people are more likely to have multiple conditions if they live in
socioeconomically deprived areas. Primary care practitioners, especially those working
in more-deprived areas, need additional resources to provide the best care for their
population. For many years, practices in more-deprived parts of the UK have had too few
doctors relative to the health needs of their population.50,51,52 This fact is well recognised,
and efforts to improve the distribution of the primary care workforce across different
socioeconomic areas may be having some success.53 But challenges remain for professionals
providing care and for people managing their conditions in the face of socioeconomic
deprivation.
There are several ways in which primary care might better meet the needs of people
with multiple conditions. Boosting continuity of care (eg seeing the same primary care
practitioner over time) can improve patients’ experience of care and reduce emergency
admissions.32 However, further research and improvement activity is needed to establish
models of service delivery that achieve these gains. A ‘3D’ approach to care (based on
dimensions of health, depression and drugs) that aimed to improve the continuity,
coordination and efficiency of patients’ care by implementing practice-level changes was
recently trialled.54 Significant improvements were seen in patients’ experience of welldesigned, patient-centred care, but there was no measurable impact on quality of life or
service use in the short term.
Further work is needed to develop primary care models that can improve outcomes for
people with multiple conditions. The Royal College of General Practitioners has identified
the importance of longer consultation time, continuity of care, medication reviews, multidisciplinary teams, better collaboration with secondary care, better training, and a betterdeveloped evidence base to provide tools and resources for GPs and patients.55 Our analysis
shows that patients with multiple conditions have more consultations but not necessarily
longer ones. More flexible appointment schedules, allowing for longer consultations at
times, might benefit patients with multiple conditions, particularly in more-deprived
areas.52
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The current shortage of GPs makes it hard to deliver a sustainable model of primary
care, let alone develop and implement the sort of person-centred care that people with
multiple conditions need. Proposed solutions must be mindful of the realities in general
practice. The Health Foundation is currently working with five primary care teams to test
approaches to improving continuity of care.56
4. Designing secondary care around those with multiple conditions
Our analysis shows that having additional conditions is the norm for people with cancer,
cardiovascular disease, respiratory disease, or a mental health condition. Specialists in
secondary care services need to effectively organise and coordinate services for patients
with multiple conditions. Traditionally, specialist advice is accessed in outpatient hospital
departments, which are organised by clinical area. This disease-focused approach means
that a patient with multiple conditions may be under the care of several specialists and
may not receive person-centred care. There are examples of flourishing clinical alliances
between different outpatient specialties and between outpatient specialists and primary
care practitioners.36,57 Such models could be spread more widely and adapted for a wider
range of patients.
Initiatives to reduce the treatment load for patients are also being tested. These include
virtual clinics and co-located services (services located in the same physical location) so
that patients don’t have to visit multiple outpatient departments. A workforce that is
trained to care for patients with multiple conditions is also key for the NHS. The Royal
College of Physicians has emphasised the need for generalism to be valued in medical
training and medical careers.58 It has also highlighted the need to improve transitions
between primary and secondary care. Collaborative planning for what is needed in
secondary care and better sharing of information should improve continuity of care.
5. Using data and sharing information to improve care for those with multiple
conditions
Sharing information within and across care providers is essential for integrated care models
and to offer better joined-up care for patients. Sharing electronic records and other patient
information should reduce the need for people to repeat their medical histories and care
goals and reduce unnecessary, repeated tests. Sharing information should help those
providing care to better understand the patient’s condition and context.
Incompatible information systems and lack of clarity on information governance are often
barriers to timely information-sharing. The Local Health and Care Record Exemplars
programme is supporting local areas to adopt best practice in collecting, protecting and
sharing patient information to improve patient care.59 The Global Digital Exemplars
programme is supporting digitally advanced providers to spread best practice and
innovation in using information and technology.60 It aims to improve services by giving
clinicians timely access to accurate information and patients access to their own records.
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Linking data across health care and social care will allow the NHS to better plan services and
track outcomes for people with multiple conditions. At present, it is difficult to understand
how care in one part of the system depends on care in another part. Modelling can be used
to predict future demand based on population projections or to test alternative scenarios
where new initiatives are being considered. A system-wide view of the effects of service
changes would be invaluable. To achieve this, greater investment in analytical capability is
needed so that the NHS and its partners can turn data into insights.
6. Robustly evaluating what works
There are many unanswered questions about how to best care for people with multiple
conditions.13 The challenge of caring for the rising number of people with multiple
conditions is well known to practitioners and health system leaders,61 but there is not yet
clear evidence on what works.
Encouragingly, research efforts are underway. A recent systematic review summarised the
evidence from interventions in primary and community care.41 However, trials and other
evaluations have so far only been able to report on short-term outcomes. Even if recent
trials of new approaches have shown mixed results to date,54,62 we need investment in the
design and delivery of excellent health care services for people with multiple conditions.
These models must be carefully evaluated in a timely and rigorous way.
An innovative partnership between NHS England and the Health Foundation is providing
quantitative evaluation to show whether local change initiatives, implemented as part of
major NHS programmes, are improving care and efficiency. The NIHR Applied Research
Collaborations have signalled multimorbidity as a key challenge to be tackled.62 Learning
from other health systems in international studies is also providing us with more evidence
on what might work to improve care for people with multiple conditions (eg the Selfie
Project and ICARE4EU).63,64 Promising models must be identified and spread throughout
the NHS.65

Conclusion
Meeting the needs of people with multiple conditions at the same time as the NHS
is treating more patients than ever is a complex challenge. Preventing people from
developing conditions or delaying the onset of conditions will have the greatest benefits for
individuals, their families, the economy and the NHS.
People living in more-deprived areas are at greater risk of developing multiple conditions
earlier in life. To ensure that everyone has an equal opportunity to live a healthy life, urgent
cross-government action is needed to tackle the underlying causes of multiple conditions,
as is investment in the public services that affect people’s health.
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At the same time, the high, rising number of people with multiple conditions and the level
of NHS resources needed to provide treatment for them cannot be ignored. Long-term
planning for the NHS needs to include a focus on those with multiple conditions, and find
ways to galvanise and accelerate efforts to improve their care.
There are six key steps an NHS programme of work should include to improve care for
patients:
••

supporting those with multiple conditions to live well, for example by investing in
self-management support for people with multiple conditions

••

developing new models of NHS care for those with multiple conditions

••

resourcing the vital role of primary care, particularly in deprived areas

••

designing secondary care around those with multiple conditions

••

using data and sharing information to improve care for those with multiple
conditions, including greater data linkage

••

robustly evaluating what works.
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