Multi-morbidity: shapshot briefing

This document is a high level review of the published epidemiological information on multi-morbidity and how this relates to the health needs of the

East Sussex population. This report is part of the Joint Strategic Needs and Asset Assessment for the county.

Multi-morbidity is where a person has two or more physical and/or mental long term health conditions

What does multi-morbidity look like?

A long term condition (LTC) is:
Any medical condition that cannot currently be cured but can be
managed with medication and/or other therapies.

Common long term conditions include:
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What will future multi-morbidity look like?
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More people are living with multiple long term health
conditions due to:
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What factors increase risk?
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What are the implications of multi-morbidity?
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Estimated multi morbidity prevalence in England Multi-morbidity in East Sussex?

Of the 65+ population in England in 2015, approximately:
10% had 4+ multi-morbidities and 54% had 2+ multi-morbidities
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Managing long term care

Estimated prevalence of people with 2+ LTCs Personalised Care Operating Model (NHS England)
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The model, implemented by NHS England, establishes:
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resilience and make informed decisions and choices.
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Barriers to care for long term conditions
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http://www.eastsussexjsna.org.uk/JsnaSiteAspx/media/jsna-media/documents/localbriefings/JSNAA-briefing-multi-morbidity-final.pdf
https://www.england.nhs.uk/publication/personalised-care-operating-model/
https://www.thelancet.com/journals/lanpub/article/PIIS2468-2667(19)30222-1/fulltext?dgcid=raven_jbs_etoc_email
https://www.england.nhs.uk/shared-decision-making/
https://www.england.nhs.uk/ourwork/patient-participation/patient-centred/planning/
https://www.england.nhs.uk/ourwork/patient-participation/health-decisions/
https://www.england.nhs.uk/personalised-health-and-care/social-prescribing/
https://www.england.nhs.uk/ourwork/patient-participation/self-care/
https://www.england.nhs.uk/personal-health-budgets/

