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Abstract
Aim and objectives: This dissertation examined multimorbidity and its impact on NHS service demand in the UK. It explored prevalence trends, the effects on primary, emergency, hospital and long‑term condition care, current NHS responses, and the implications for workforce capacity, resource allocation and overall system sustainability.
Background: Multimorbidity defined as the presence of two or more long‑term conditions is an increasingly significant international challenge linked to ageing populations, longer survival with chronic illness and persistent socioeconomic inequalities. Historically, NHS services were structured around acute, single‑disease models. Biopsychosocial, patient‑centred and health‑inequality perspectives highlight that interacting clinical and social needs require coordinated, integrated approaches to care.
Methods: A secondary research design with qualitative thematic analysis was used. Peer-reviewed studies, policy reports and clinical guidelines published between 2016 and 2026 were identified through CINAHL, ProQuest, PubMed, ScienceDirect and Google Scholar. Evidence was examined for recurring patterns and differences. Ethical practice centred on transparent selection, Harvard referencing and minimising interpretive bias. 
Findings: Ten peer-reviewed studies were synthesised. Six themes emerged: fragmented services and care coordination; professional workload and treatment burden; socioeconomic deprivation and social need; person-centred integrated care; opportunities and inequalities associated with digital innovation; and transfer of organisational work to patients and informal carers. Multimorbidity increased both healthcare utilisation and the complexity of encounters.
Conclusion: Multimorbidity places pressure on NHS capacity and resources. Sustainable improvement requires integrated generalist care, multimorbidity-sensitive guidance, priorities-based reviews, equitable resource allocation, information sharing and inclusive digital systems. Necessary care should not be restricted; policy should instead reduce duplication, conflicting treatment, delays and avoidable transfer of responsibility to patients and carers.
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                                                                                                                               CHAPTER1: Introduction
1.1 Introduction
Multimorbidity is defined as the presence of two or more chronic health conditions within the same individual, representing a shift from single‑disease patterns toward increasingly complex health needs. Further distinguishes between basic multimorbidity (two or more chronic conditions) and complex multimorbidity (three or more conditions affecting multiple body systems), highlighting the varying levels of disease burden. Their projections show that multimorbidity is a lifelong, progressive accumulation of chronic conditions, with prevalence expected to rise substantially across the adult population in England between 2019 and 2049 (Head et al, 2024). Traditionally, healthcare systems such as the NHS have been organised around single disease frameworks. However, the rising prevalence of multimorbidity now demands a transition towards more integrated and person-centred models of care. Individuals living with multiple long‑term conditions often face a significantly higher treatment burden, meaning they must invest considerable time and effort navigating appointments with numerous providers, managing uncoordinated services, and adhering to complex treatment plans that frequently involve multiple medications (Watt and Serban,2020). Recent surveillance data indicate that around one in four adults are living with two or more long-term conditions, reflecting the growing burden of multimorbidity across the UK. By 2035, an estimated 17% of the UK population will have four or more chronic conditions almost double the current prevalence with hypertension, depression or anxiety, and chronic pain among the leading contributors. Although population ageing is a major driver of this trend, multimorbidity is also common in mid-life, affecting 35% of adults aged 55–64 and more than half of those aged 65–74 (Pearson-Stuttard, Ezzatim and Greg,2019). This dissertation investigates multimorbidity and its effects on NHS service demand, examining how the rising prevalence of multiple long-term conditions shapes patterns of healthcare utilisation, intensifies pressure on resources, and challenges the long‑term sustainability of the UK health system.
1.2 Definition of Main Concepts
Multimorbidity
Multimorbidity refers to the presence of at least two chronic conditions in the same individual, and interest in this concept has grown because of its substantial impact on patients, families, health systems, and wider society. It differs from comorbidity, which describes additional conditions occurring in relation to a clearly defined index disease. In contrast, multimorbidity takes a patient centred approach in which no single condition is prioritised, although clinical care often focuses on the most urgent problems a person is experiencing (Skou et al, 2022).
Long-Term Conditions (LTCs)
Long-term Conditions (LTCs) are highly prevalent across England, and this whole population study shows that multimorbidity having two or more LTCs is now common across all age groups, not only older adults. Examples of Long‑Term Conditions (LTCs) include diabetes, hypertension (high blood pressure), chronic heart disease, chronic kidney disease, depression and other long‑term mental health conditions, arthritis and musculoskeletal disorders and dementia. As the number of individuals living with multiple LTCs continues to rise, the NHS faces increasing pressure to deliver more complex, continuous and coordinated care across primary, community and hospital services (Valabhji et al,2023).
Healthcare Utilisation
Healthcare utilisation describes the frequency and type of healthcare services used by individuals. According to (Soley-Bori et al,2021) patients with multimorbidity consistently use more healthcare services across primary, secondary, emergency, and dental care, with utilization rising sharply as the number of conditions increases. Multimorbidity more than doubles the likelihood of primary care use and dramatically increases the odds of unplanned, potentially preventable hospitalizations up to 14 times higher for people with four or more conditions. Combinations of mental and physical health conditions, especially when depression is present, are associated with the highest levels of unplanned hospital care and overall service use.
NHS Service Demand
NHS service demand refers to the need for healthcare services, including primary care consultations, hospital admissions, outpatient services, and emergency care. Based on (Kingston et al,2028) projections show that the number of older adults in England living with multiple long-term conditions will rise sharply by 2035, creating substantial additional pressure on NHS services. As multimorbidity becomes more common, demand for primary care, community health support, and hospital services is expected to increase significantly, particularly for individuals with four or more chronic conditions. These trends indicate that the NHS will face growing complexity in care delivery, requiring more coordinated, long‑term and resource intensive support to meet the needs of an ageing population with multimorbidity.
1.3 Rationale 
The rationale for this study stems from the rising prevalence and increasing complexity of multimorbidity across the UK population, along with its substantial consequences for NHS service demand. Multimorbidity represents not only a clinical concern but also a wider systemic issue that shapes how healthcare is organised, delivered, and resourced. This growing challenge has significant implications for policy, workforce planning, and the long-term sustainability of the health system.
Firstly, the current structure of the NHS is not fully equipped to manage the complexity of multimorbidity. Based on (Johnston et al,2019) health services are increasingly recognising that current models of care are not well equipped to manage the complexity of multimorbidity. Much of secondary care remains organised around single disease pathways, which limits its ability to respond to patients with multiple interacting conditions. As a result, clinicians especially in primary care struggle to apply clinical guidelines that are largely designed for individual conditions rather than for people living with several long‑term illnesses.
Secondly, multimorbidity is strongly associated with substantially higher healthcare costs across the NHS, with expenditure rising sharply as the number of long‑term conditions increase. People living with multiple conditions generate greater primary care workload, more hospital admissions, and higher prescribing costs, making them one of the most resource intensive patient groups (Soley-Bori et al, 2020). 
Thirdly, multimorbidity disproportionately affects disadvantaged populations, contributing to health inequalities. According to (Head et al, 2024) multimorbidity develops earlier and accumulates more rapidly among people living in the most socioeconomically disadvantaged areas of England. As a result, disadvantaged populations face a greater and earlier burden of multiple long‑term conditions, reinforcing existing health inequalities across the life course.
The rising prevalence of multimorbidity presents a major threat to the long‑term sustainability of the NHS, making it essential to understand how multiple long‑term conditions drive service demand to inform future planning and policy.
1.4 Aim of the Study
The primary aim of this dissertation is to explore multimorbidity and its impact on NHS service demand in the UK.
To achieve this aim, the study will:
· examine how increasing levels of multimorbidity among the UK population influence demand on NHS services
· explore the implications for workforce capacity, resource allocation, service delivery, and long‑term sustainability
Objectives:  
· define multimorbidity in the UK and analyse current trends in multimorbidity within the UK population, including prevalence, demographic patterns, and projected future growth
· examining how multimorbidity influences demand on NHS services, including primary care, hospital admissions, emergency care, and long‑term condition management.
· reviewing NHS approaches to multimorbidity, including integrated care systems, personalised care, and digital health tools.
· recommendations to address multimorbidity for improving service efficiency, patient outcomes, and long‑term sustainability in the context of rising multimorbidity
1.5 Structure of the Dissertation
Chapter 1: Introduction
This chapter outlines the background to the study, defines key concepts, presents the rationale, and states the aim and objectives of the research.
Chapter 2: Background
This chapter outlines the theoretical foundations of the study and examines the wider international context alongside the current national and local UK landscape relevant to the topic.
Chapter 3: Methods
This chapter outlines the methodological approach adopted for the study and details the materials and procedures used throughout the research.
Chapter 4: Results and discussion
This chapter presents the findings derived from the data analysis and discusses their significance in relation to previous research, demonstrating how the results address the overall aim of the dissertation.
Chapter 5: Recommendations and conclusions
This final chapter brings together the key findings of the dissertation, offering a summary of the main insights and outlining recommendations for future practice and research. It concludes with a final reflection that draws together the overall contribution and implications of the study.














CHAPTER 2: BACKGROUND
2.1 Introduction
Multimorbidity has become one of the most pressing healthcare challenges affecting the United Kingdom (UK) and the wider international healthcare community. The growing prevalence of individuals living with multiple long-term conditions has transformed healthcare demand, placing increasing pressure on healthcare systems. Based on (Walsh et al,2026) Multimorbidity is an increasingly important public health issue because it significantly affects individuals’ daily functioning, wellbeing, and overall quality of life. As the number and complexity of long-term conditions rise, understanding multimorbidity becomes essential for designing effective, person-centred healthcare. Its growing impact highlights the need for health systems to prioritise better management, support, and research for people living with multiple chronic conditions.  This chapter provides an overview of the historical and theoretical foundations of multimorbidity, while also examining both the global context and the specific UK landscape, particularly in relation to rising NHS service pressures.
2.2 Historical Background
Historically, healthcare provision in the United Kingdom centred largely on responding to acute illnesses and infectious diseases, as communicable conditions were the dominant causes of mortality throughout the nineteenth and early twentieth centuries. When the National Health Service was established in 1948, it created a universal system built mainly around hospital based, episodic treatment, rather than the ongoing, coordinated management required for long‑term chronic conditions (Gorsky, 2017). According to (Berridge, 2016) early public health interventions in Britain concentrated on improving sanitation, housing, and urban living conditions to control the spread of infectious diseases, which were the dominant causes of illness and death at the time. These efforts focused on environmental reforms such as clean water supply, sewage systems, and waste removal reflecting a public health model aimed primarily at preventing acute communicable diseases. Based on (Shaw-Taylor,2020) long‑term gains in life expectancy were shaped by early public health successes, beginning with the gradual elimination of famine and the control of recurrent plague. During the late eighteenth and early nineteenth centuries, substantial reductions in deaths from smallpox, malaria, and typhus marked the start of a sustained decline in mortality. By comparison, global life expectancy had risen to nearly 73 years by 2019, whereas in 1800 it was likely no more than around 30 years, illustrating the profound extension of human lifespan achieved over the past two centuries.
Related to (Cassell et al,2018) as the population aged, chronic illnesses became increasingly common within the UK healthcare system. The most frequently encountered health issues were hypertension, with depression, or anxiety also appearing regularly, and chronic pain emerging as another common long-term condition. The study by (Kingston et al,2018) explored, that in an ageing population, long‑term conditions such as cardiovascular disease, diabetes, chronic respiratory illness, arthritis, and cancer increasingly dominate patterns of morbidity and drive growing demand for health and social care. According to the research by (Ford and Ford, 2017), the concept of multimorbidity first appeared in the literature more than 40 years ago, marking the beginning of formal recognition that many patients live with multiple health conditions. Over the past several years, interest in multimorbidity has grown rapidly as healthcare systems increasingly acknowledge that single‑disease approaches do not reflect the realities of patient care. This surge in attention has highlighted the need for more integrated models of treatment, as multimorbidity has become a central focus in both research and clinical practice.
Multimorbidity is associated with the emergence of new challenges within healthcare. Based on (Hughes, 2022) fragmented healthcare systems that are organised around single diseases often fail to meet the needs of people living with multimorbidity, leading to gaps in communication and poorly coordinated care. This lack of integration makes it difficult for GPs to manage complex cases effectively, as patients are frequently required to navigate multiple services that do not work together. As a result, individuals with multimorbidity can experience unnecessary treatment burden and a reduced quality of life due to inconsistent, disjointed care pathways.
The growing prevalence of multimorbidity has placed substantial pressure on NHS services, as more patients require ongoing, complex and coordinated care. This shift has increased demand across primary, community and hospital settings, challenging a system traditionally organised around single‑disease pathways. As highlighted in the NHS Long Term Plan, meeting this rising demand requires more integrated, person‑centred models of care that can better support individuals living with multiple long‑term conditions (Alderwick,2019). Multimorbidity is a key factor driving the rise in emergency hospital admissions across England, as individuals with multiple long‑term conditions often require more complex and continuous care. According to (Stokes et al,2021) specific combinations of chronic illnesses are closely linked to avoidable emergency admissions and increased reliance on secondary healthcare services. Multimorbidity leads to substantially higher healthcare spending in England, driven by greater hospital activity, longer care pathways, and higher overall service use among patients with multiple conditions.
The COVID-19 pandemic highlighted the significant impact of multimorbidity on patient outcomes within UK hospitals many hospitalised COVID-19 patients in the UK had multiple underlying long-term conditions, including chronic cardiac disease, diabetes, and chronic pulmonary disease. Patients living with multimorbidity experienced higher risks of severe illness, hospitalisation, and mortality during the COVID-19 pandemic, increasing pressure on NHS hospital services across the UK (Docherty et al., 2020). The study by (Hayhoe et al,2022) confirms that the COVID‑19 pandemic had a disproportionate impact on individuals living with multimorbidity, as disruptions to routine primary care made it harder for patients to manage multiple long‑term conditions effectively. Reduced access to face‑to‑face appointments, delays in monitoring, and shifts to remote consultations created additional challenges for those requiring ongoing, coordinated care. As a result, many patients with multimorbidity experienced worsening health, increased treatment burden, and greater vulnerability during the pandemic due to interruptions in continuity of care.
2.3 Theoretical Background
Several theoretical frameworks offer valuable insight into the origins, consequences, and healthcare implications of multimorbidity. These perspectives are essential for understanding why multimorbidity places substantial strain on NHS services and why modern healthcare increasingly depends on integrated, person-centred models of care.

The Biopsychosocial Model
The biopsychosocial model, originally developed by George L. Engel, proposes that illness arises from the interaction of biological, psychological, and social factors. Contemporary analyses of this theory argue that, although it aims to offer a holistic understanding of chronic illness and disability, it often fails to fully address wider sociostructurally influences such as inequality, welfare policy, and systemic power dynamics. These perspectives emphasise the need to return to Engel’s original intention by ensuring that the biopsychosocial model incorporates the broader political and social contexts that shape individuals’ health experiences (Hunt,2024). 
Patient Centred Care Theory
Patient‑centred care is defined in recent UK health research as an approach that prioritises the individual’s needs, values, and lived experiences. According to ( Atinafu and Kenaw, 2026) Faye Glenn Abdellah’s patient‑centred care theory emphasises that care should be organised around the individual’s needs, priorities, and experiences rather than around the condition itself. As the originator of this theory, Abdellah proposed a structured, problem‑solving approach that identifies key areas of need to ensure that support is personalised and responsive. Her work is widely recognised as a significant shift toward a more holistic, human‑focused model of care that places the person at the centre of all decision-making. 

Health Inequality Theory argues that differences in health outcomes are primarily shaped by wider social, economic and political structures, rather than by individual choices or biological factors. Based on (McCartney, Collins and Mackenzie,2013) unequal distributions of power, resources and opportunities create systematic patterns of advantage and disadvantage that directly influence people’s exposure to risk and their ability to live healthy lives. The theory emphasises that meaningful reductions in health inequalities require structural change addressing the social determinants of health such as income, housing, employment and policy decisions that shape population wellbeing.
2.4 International Context
Multimorbidity is a major global public health challenge, affecting 37.2% of adults worldwide and rising to over 50% among people aged over 60 years. Regional patterns show substantial variation, with the highest prevalence in South America (45.7%), North America (43.1%) and Europe (39.2%), while the notably low reported rates in Africa suggest that many chronic illness cases may be undiagnosed. Overall, the consistently high global burden of multimorbidity over the past two decades highlights the urgent need for integrated healthcare strategies and targeted interventions to meet increasing healthcare demands (Chowdhury et al., 2023). Low- and middle-income countries (LMICs) face a substantial multimorbidity challenge, driven by the growing burden of chronic non‑communicable diseases linked to rapid urban, nutritional and epidemiological transitions occurring within fragile health and social protection systems. Current evidence largely drawn from a small number of LMICs such as Brazil, China, South Africa, India, Mexico and Iran indicates a multimorbidity prevalence of 30% across LMICs and 43% in Latin America and the Caribbean, underscoring the urgent need for adaptive and resilient public health responses (Basto-Abreu et al,2022).
According to (World Health Organization,2016) multimorbidity increases healthcare demand by creating complex care needs, higher healthcare costs, and greater risks of fragmented care and poor patient outcomes. WHO recommends person-centred care and shared decision-making to ensure that treatment reflects patients' individual needs, preferences, and priorities. Furthermore, the WHO emphasises the importance of strengthening primary care services and improving coordination and communication between healthcare providers to deliver integrated and safe care for individuals with multiple long-term conditions.
Understanding how different countries respond to the challenges of multimorbidity is important for identifying effective strategies to improve healthcare delivery and patient outcomes. The study by (Remers et al,2024) explored that the Dutch healthcare system supports people with multimorbidity through integrated chronic care programmes delivered in primary care settings, where multidisciplinary teams work collaboratively to coordinate patient care. Care groups involving general practitioners, nurses, and other healthcare professionals improve communication and continuity of care for patients with multiple long-term conditions. Related to (Raaijmakers et al,2023) healthcare policy in the Netherlands is increasingly shifting from disease-specific management towards person-centred integrated care that focuses on the overall needs of individuals with chronic conditions. Person-centred care enables healthcare professionals to address the complex physical, psychological, and social needs associated with multimorbidity more effectively than traditional disease-focused approaches. Singapore's Healthier SG initiative supports people with multimorbidity by providing coordinated, person-centred care through family physicians and community-based healthcare services. The programme also uses digital health technologies and shared electronic health records to improve communication between healthcare providers and ensure more integrated care for patients with multiple long-term conditions (Liu, How and Lee, 2023). Sweden supports people living with multimorbidity through a person-centred and integrated healthcare system that places primary care at the centre of long-term condition management, ensuring that patients receive coordinated support from multidisciplinary healthcare professionals across different care settngs. Recent Swedish healthcare reforms have increasingly focused on delivering care closer to patients’ homes, strengthening collaboration between healthcare and social care services, and improving continuity of care for older adults with multiple chronic conditions in order to reduce avoidable hospital admissions and enhance quality of life (Schmidt-Mende et al., 2024). The Swedish government continues to invest in research and innovation aimed at strengthening person-centred and integrated care, particularly for older adults living with multimorbidity. These government-supported initiatives seek to improve care coordination, enhance patient outcomes, and increase the efficiency of healthcare and social care services (Forte, 2025).
2.5 National and Local UK Context
The prevalence of multimorbidity is increasing in England, with more than one in four adults living with two or more long-term health conditions. Multimorbidity is particularly common among older adults and people living in deprived communities, who often experience complex combinations of physical and mental health conditions (National Institute for Health and Care Research,2021). The study by (Valabhji et al, 2024) explore that whole-population study in England found that 14.8% of the population, equivalent to approximately 8.9 million people, were living with multiple long-term conditions, highlighting the substantial burden of multimorbidity on healthcare services. The prevalence of multimorbidity increased significantly with age, affecting only 0.9% of individuals aged 0–19 years compared with 68.2% of those aged 80 years and over. Multimorbidity was more common among people living in the most deprived areas and varied across ethnic groups, demonstrating the influence of social and demographic factors on health inequalities in England.
Multimorbidity in the UK is addressed through a combination of NICE guidelines, NHS strategies, integrated care policies, and legislation governing health and social care.
1. NICE Guideline NG56: Multimorbidity Clinical Assessment and Management (2016). This guideline is the main UK clinical framework for the management of multimorbidity. It describes multimorbidity as the coexistence of two or more long-term health conditions and promotes personalised care, shared decision-making, coordinated service delivery, and the minimisation of treatment burden. The guideline aims to enhance quality of life and reduce avoidable healthcare utilisation among individuals living with multiple long-term conditions (National Institute for Health and Care Excellence ,2016).
2.Health and Care Act 2022. The Health and Care Act 2022 introduced Integrated Care Systems (ICSs) throughout England to strengthen collaboration between NHS bodies, local authorities, community healthcare services, and social care organisations. These systems are designed to provide more coordinated and integrated care for individuals with complex health needs, including those experiencing multimorbidity (UK Parliament,2022).
3.The NHS Long Term Plan (2019). The NHS Long Term Plan supports the delivery of integrated and person-centred care for individuals living with multiple long-term conditions. It focuses on prevention, community-based healthcare, personalised care approaches, and stronger collaboration between health and social care services to improve patient outcomes and reduce unnecessary hospital admissions (GOV.UK,2019).
4. NHS England's Universal Personalised Care. The NHS Long Term Plan emphasises integrated, person-centred healthcare for people with complex long-term conditions. The strategy promotes preventative care, personalised support, community-based services, and closer coordination between health and social care providers to enhance patient outcomes and reduce preventable hospital admissions (National Health Service,2023).
In the UK, several NHS services, charities, and healthcare organisations support people living with multimorbidity. NHS England and Integrated Care Systems (ICSs). The NHS provides support for individuals with multimorbidity through Integrated Care Systems (ICSs), which promote closer collaboration between primary care, hospitals, community healthcare, mental health services, and social care organisations. These systems are designed to deliver more integrated and person-centred care while reducing service fragmentation and improving outcomes for people with complex long-term conditions (British Medical Association,2024). Diagnosis Connect. The Diagnosis Connect programme was developed to ensure that individuals with long-term conditions are referred to appropriate support organisations and charities. By improving access to personalised advice and self-management resources, the initiative seeks to enhance patient wellbeing and reduce preventable healthcare utilisation (GOV.UK,2025). The Kings Found. The King’s Fund is an independent UK health charity that undertakes research and develops policy recommendations to improve integrated and personalised care, while promoting patient and community involvement in healthcare planning and service development for individuals with complex health needs, including multimorbidity (The Kings Fund,2026).
Conclusion
This dissertation has demonstrated that multimorbidity has evolved from a relatively under recognised issue into one of the most significant challenges facing modern healthcare systems. Historically, healthcare services were designed to treat individual diseases, but the increasing prevalence of multiple long-term conditions has highlighted the need for more integrated and patient-centred approaches to care. International evidence from countries such as the Netherlands, Sweden, and Singapore shows that coordinated care, prevention strategies, and multidisciplinary healthcare teams can improve outcomes for people living with multimorbidity. Within the UK, multimorbidity is increasingly associated with rising NHS service demand, higher healthcare costs, and greater pressure on primary and secondary care services. Therefore, strengthening integrated care, prevention, and healthcare coordination will be essential to ensure the long-term sustainability and effectiveness of the NHS.

















CHAPTER 3: Methodology
3.1 Data Collection
This study used a secondary research approach, drawing on the review and analysis of existing literature concerning multimorbidity and NHS service demand in the United Kingdom. 
Secondary research is widely used in healthcare studies because it enables researchers to analyse existing healthcare data and evidence without directly collecting information from participants. Routinely collected healthcare data can provide valuable insights into health outcomes, disease patterns, and healthcare service utilisation across large populations (Strongman et al, 2019).
The data for this study were sourced from peer‑reviewed journal articles, government publications, healthcare reports and policy documents produced between 2016 and 2026. These contemporary and authoritative sources ensured that the analysis was grounded in up‑to‑date evidence relevant to multimorbidity and NHS service demand.
The use of recent sources was considered important because knowledge of multimorbidity and its management continues to develop as healthcare systems respond to changing population needs and increasing numbers of people living with multiple long-term conditions. Current evidence was therefore necessary to ensure that the study reflected contemporary approaches to healthcare delivery and the ongoing challenges associated with multimorbidity in primary care settings (Smith, 2019). Electronic databases including CINAHL, ProQuest, PubMed, ScienceDirect and Google Scholar were systematically searched to identify high‑quality and relevant literature for the study. This broad database coverage ensured a comprehensive retrieval of peer‑reviewed evidence. Additional evidence was sourced from key UK organisations, including NICE, NIHR, NHS England, The King’s Fund, the British Medical Association, UK Parliament and the Department of Health and Social Care. These authoritative bodies provided high‑quality policy insights and analytical reports that strengthened the depth and credibility of the study’s findings.
Keywords: guiding the search strategy included multimorbidity, multiple long‑term conditions, NHS service demand, healthcare utilisation, integrated care, and United Kingdom. The inclusion criteria required that sources were published in English, focused on the UK context, and consisted of peer‑reviewed articles or policy documents. Only literature published within the past ten years was considered eligible to ensure the review reflected contemporary evidence.
3.2 Data Analysis
The collected literature was examined using a thematic analysis approach, allowing key patterns, concepts and recurring issues to be systematically identified across the sources. This method provided a structured framework for interpreting the evidence and generating coherent themes relevant to multimorbidity and NHS service demand. According to (Braun and Clarke ,2022), thematic analysis is a qualitative method that enables researchers to identify, organise and interpret recurring patterns within a dataset. This approach facilitates a systematic exploration of shared meanings, allowing themes to be developed that capture the essential features of the phenomenon under study. Thematic analysis offers both flexibility and analytical depth, making it a robust tool for examining complex issues across diverse areas of qualitative research.
This analytical approach enabled to explore how multimorbidity shapes patterns of healthcare utilisation across NHS services. By examining recurring themes within the literature, it was possible to identify the ways in which multiple long‑term conditions contribute to increased service demand and system pressures. The method provided a structured framework for understanding the broader implications of multimorbidity for NHS capacity and resource allocation.
Several key themes emerged from the analysis, including the rising prevalence of multimorbidity, the influence of ageing populations, patterns of healthcare service utilisation, integrated care approaches, workforce pressures and policy level responses. These themes collectively illustrate the multifaceted nature of multimorbidity and its far-reaching implications for the organisation and delivery of NHS services. Together, they highlight the need for coordinated strategies that address both clinical complexity and the structural challenges facing the health system. These themes were compared across the selected sources to identify points of convergence, divergence and broader trends within the existing literature.
The use of thematic analysis was deemed appropriate as it enabled the systematic examination of evidence drawn from diverse publication types, including empirical studies, policy reports and clinical guidelines. This methodological flexibility allowed integrate insights from multiple sources and develop a coherent understanding of the key issues under investigation. This method also facilitated a comprehensive understanding of the relationship between multimorbidity and NHS service demand within the UK context. By synthesising evidence across multiple sources, it enabled a nuanced interpretation of how rising levels of multimorbidity contribute to increasing pressures on health services.
[image: ]                               Figure1: Prisma flowchart illustrating the systematic review and meta‑analysis process
                                
3.3 Ethical Considerations
Ethical consideration is defined as a dynamic and relational process that prioritises respect, reflexivity and participant autonomy throughout the research. It requires researchers to recognise and manage power imbalances that may influence participants’ understanding or willingness to take part. This approach also involves maintaining open communication and continually reflecting on how research practices may affect those involved (Boulton and Parker, 2017). All sources were cited and referenced in full accordance with Harvard referencing guidelines to ensure accuracy and consistency throughout the study. This rigorous approach to attribution upheld academic integrity and minimised the risk of plagiarism within the research. The study sought to minimise potential bias by employing a structured search strategy and applying consistent inclusion and exclusion criteria throughout the literature review. This systematic approach enhanced the transparency and reliability of the evidence selection process, thereby strengthening the overall rigour of the study






















Chapter 4: Results and Discussion
This chapter summarises findings from ten peer‑reviewed studies exploring multimorbidity, service organisation and healthcare demand in the United Kingdom. It begins by outlining the characteristics of the included literature and then presents six themes identified across the studies. The synthesis highlights recurring explanations of how multimorbidity increases demand across primary care, specialist services, social care and informal‑care networks. Table 4.1: Studies included in the Review
	Authors/s year of publication
	  Purpose/Aim
	Methods, sample size 
	Summary of main findings

	Tassella et al,(2026)
A multidimensional framework for mapping social need to electronic health records in people with multimorbidity"
	The study sought to develop and refine a multidimensional framework capable of identifying and mapping social needs among individuals living with multimorbidity by using information extracted from Electronic Health Records (EHRs). Its aim was to enhance understanding of how social determinants of health shape outcomes and influence patterns of healthcare utilisation in people with multiple long‑term conditions.
	Qualitative research design using stakeholder engagement and expert consultation to develop the framework. The study explored how social needs can be conceptualised, categorised and identified within routinely collected healthcare data.
	Qualitative discussions, stakeholder consultations, and expert input were used to identify relevant dimensions of social need and their relationship to multimorbidity.
Qualitative discussions, stakeholder consultations, and expert input were used to identify relevant dimensions of social need and their relationship to multimorbidity.
Thematic analysis was used to identify recurring concepts and themes relating to social needs and their representation within electronic health records. Findings were synthesised into a multidimensional framework.


	
	



	The study highlighted several dimensions of social need that shape the health of individuals living with multimorbidity, including socioeconomic status, housing conditions, social support networks, access to services and wider environmental influences. The framework showed that these social needs are highly complex, interrelated and often inadequately recorded within current electronic health records. The authors argued that integrating social determinants into healthcare data systems has the potential to strengthen patient‑centred care, enhance risk stratification, support service planning and improve the allocation of resources across healthcare settings.

	Johnson et al, 2026
Implementation of a comprehensive template to support personalised care for people with multiple long-term conditions: a mixed-methods evaluation in primary care

	To explore how primary care staff experienced the implementation of a comprehensive personalised care template for people with multiple long-term conditions and to identify the barriers and facilitators influencing its integration into routine practice.
	Qualitative study embedded within a mixed-methods evaluation. The researchers conducted semi-structured interviews with healthcare professionals working in participating general practices. Interview data were analysed using thematic analysis informed by Normalisation Process Theory (NPT) to understand how the intervention was implemented in everyday clinical practice.
	Participants highlighted several barriers to implementation, such as heavy workloads, limited consultation time, insufficient training, disease‑centred clinical systems, and wider organisational constraints. Key facilitators included supportive leadership, active staff engagement, and the adaptable nature of the template. Overall, the findings indicate that delivering personalised care for individuals with multimorbidity depends on strong organisational backing, adequate resources, and adjustments to everyday clinical practice.

	Tooman et al. (2026) "Excluded by design: a qualitative study of inequalities in health and social care innovation"
	To explore how inequalities are created or reinforced during the design, development and implementation of health and social care innovations, and to identify ways to make innovation more equitable.
	Qualitative study. The researchers used semi-structured interviews and reflexive thematic analysis to analyse participants' experiences and perspectives.
31 participants (including health and social care professionals, researchers, policymakers, innovation experts and people with lived experience).
	The study emphasises that health and social care innovations often unintentionally exclude disadvantaged populations because of barriers such as digital exclusion, language, disability, socioeconomic disadvantage and limited involvement of service users in innovation design. In the context of multimorbidity, the findings suggest that people living with multiple long-term conditions are at increased risk of being excluded from new models of care and digital innovations because they often have complex health and social needs, multiple appointments, lower digital literacy and greater socioeconomic disadvantage. The authors conclude that innovations should be designed with equity at their core to ensure people with multimorbidity benefit equally from healthcare improvements rather than experiencing widening health inequalities.

	Price et al, (2024)
Perceptions of the Impact of Comorbidity on the Bowel Cancer Screening Programme: Qualitative Study With Bowel Screening Participants and Staff

	to explore how comorbidity (multiple long-term health conditions) and multimorbidity  influences patients' perceptions, experiences and clinical decision-making within the Bowel Screening Wales Programme, particularly after a positive bowel cancer screening result.
	Qualitative study using semi-structured interviews conducted remotely. Participants included bowel screening staff and screening participants. Data were analysed using thematic analysis, informed by the Common-Sense Model of Self-Regulation.
35 participants in total: 19 bowel screening participants and 16 Bowel Screening Wales staff.
	multimorbidity context:
The study found that individuals living with multiple long‑term conditions generally regarded bowel cancer screening as important and were willing to undergo further investigations despite their existing health issues. However, healthcare professionals noted that multimorbidity often complicated decisions about whether patients should proceed to colonoscopy after a positive screening result, as clinicians needed to weigh factors such as frailty, co‑existing illnesses, medication use, and the risks associated with invasive procedures. Many participants with multimorbidity tended to attribute bowel symptoms to their current conditions, which could delay recognising potential signs of bowel cancer and seeking timely care. The study also highlighted that communication between patients and healthcare professionals about how multimorbidity influences screening decisions was often limited. The authors concluded that a more personalised, patient‑centred approach is required to better support people with multimorbidity and ensure that screening decisions appropriately balance the benefits of early cancer detection with the risks posed by complex health needs.

	Dambha-Miller,et al, (2021)
Integrating primary care and social services for older adults with multimorbidity: a qualitative study.
	To explore stakeholders' experiences and perspectives on integrating primary care and social services for older adults with multimorbidity, and to identify the barriers and facilitators to successful integration.
	Qualitative research using semi-structured interviews. The interview data were analysed using thematic analysis based on the constant comparative method to identify recurring themes and patterns related to integrated care.
37 participants from England, including general practitioners (GPs), nurses, social care professionals, commissioners, voluntary and community sector representatives, carers, and patients with multimorbidity.
	Three overarching themes were identified:  Individuals and teams driving integration, emphasising the crucial role of leadership and collaborative working;  Interface roles, illustrating how care coordinators and social prescribers strengthened communication and continuity of care; and Tensions between top‑down and bottom‑up approaches, revealing that organisational and structural challenge such as fragmented services, limited funding, and inadequate information sharing restricted effective integration. Participants agreed that meaningful integration relies on strong multidisciplinary collaboration, shared objectives, clear communication, and person‑centred practice to enhance outcomes for older adults living with multimorbidity.

	Simpson et al, (2024)
Perceptions and experiences of living with and providing care for multimorbidity: A qualitative interview study

	To explore the perceptions and lived experiences of people living with multimorbidity and those providing their care, with the aim of understanding the challenges of managing multiple long-term conditions and identifying priorities for improving care.
	Qualitative research using semi-structured interviews. Data were analysed using reflexive thematic analysis to identify common themes across participants' experiences and perspectives.
29 participants, including people living with multimorbidity, informal carers, and healthcare professionals from England. Participants were purposively sampled to obtain a range of experiences and perspectives.
	The study identified several core themes. Participants described the significant physical, emotional and social burden associated with living with multimorbidity, alongside challenges in navigating and coordinating care across multiple healthcare services. They also emphasised the value of holistic, person‑centred approaches. Healthcare professionals reported difficulties in delivering coordinated care within fragmented systems, while carers highlighted extensive caregiving responsibilities and unmet support needs. Overall, the findings underscore the need for stronger integration between health and social care services, better communication among professionals, and greater consideration of patients’ social circumstances when planning care.

	McCallum and  MacDonald (2021). Exploring GP work in areas of high socioeconomic deprivation: a secondary analysis
	To explore general practitioners' (GPs') experiences of working in areas of high socioeconomic deprivation and to understand how deprivation influences the management of patients, particularly those with multimorbidity and complex health and social needs
	Qualitative secondary analysis. The researchers conducted a secondary analysis of existing qualitative interview data from a previous study. The interview transcripts were re-analysed using thematic analysis to identify themes relating to GP experiences in deprived areas.
15 general practitioners (GPs) working in areas of high socioeconomic deprivation in Scotland. The study re-analysed interview data that had already been collected from these participants.
	The analysis revealed several themes illustrating the realities of working in deprived communities. GPs described managing high levels of multimorbidity, mental health concerns and social complexity, all of which contributed to longer consultations and increased workload. Participants also discussed the difficulties of addressing patients’ social needs alongside medical issues, the limited availability of community resources, and the influence of health inequalities on the quality of care. Despite these pressures, GPs stressed the value of continuity, strong patient doctor relationships, and holistic, person‑centred approaches to support individuals living with complex multimorbidity.

	Hill, C., et al. (2026). Multimorbidity and AI-enabled health and social care: A methodological illustration of integrating large language models into qualitative analytic workflows.

	To demonstrate how large language models (LLMs) can be integrated into qualitative research to enhance the analysis of data relating to people living with multimorbidity. The study aimed to explore whether AI could support researchers in understanding the complex health, social, and care experiences of individuals with multiple long-term conditions while maintaining the quality and trustworthiness of qualitative analysis.
	Qualitative methodological study using a secondary analysis of an existing qualitative interview dataset. The researchers incorporated large language models (LLMs) into a researcher-led reflexive thematic analysis workflow. AI-assisted coding, transcript summarisation, and theme generation were compared with traditional researcher-led analysis to evaluate how AI could support qualitative research on multimorbidity without replacing human interpretation.
The study reanalysed interview data from 29 participants, including people living with multimorbidity, informal carers, and healthcare professionals involved in the care of individuals with multiple long-term conditions in England. No additional participants were recruited, as the study focused on demonstrating a qualitative analytical method.
	In the context of multimorbidity, AI helped identify recurring issues such as the complexity of living with multiple chronic conditions, fragmented health and social care services, treatment burden, care coordination, and the importance of person-centred care. However, the authors emphasised that AI cannot replace researchers' contextual understanding, reflexive interpretation, or critical judgement. Human oversight remained essential to ensure that the lived experiences of people with multimorbidity were accurately interpreted and represented. The study concluded that AI has the potential to strengthen qualitative multimorbidity research by supporting more efficient and transparent analysis while preserving researcher-led decision-making.

	Spiers, G., et al (2024). What matters to people with multiple long-term conditions and their carers?
	To explore what matters most to people living with multiple long-term conditions (multimorbidity) and their informal carers. The study aimed to understand their priorities, experiences, and care needs to inform the development of more person-centred health and social care services for individuals with multimorbidity.
	Qualitative research using semi-structured interviews. The researchers purposively recruited participants with multiple long-term conditions and their informal carers. Interview data were analysed using reflexive thematic analysis to identify key themes relating to participants' experiences of living with and managing multimorbidity.
31 participants, comprising people living with multiple long-term conditions and their informal carers from the UK. Participants represented a range of ages, health conditions, and caregiving experiences to provide diverse perspectives on multimorbidity.
	The study found that people with multimorbidity and their carers prioritised maintaining independence, preserving quality of life, and sustaining meaningful relationships, rather than focusing solely on disease management. Participants described the significant treatment burden associated with managing multiple conditions, including numerous appointments, medications, and self-management responsibilities. They also highlighted difficulties navigating fragmented health and social care services and stressed the importance of coordinated, person-centred care that recognises their individual goals, preferences, and social circumstances. Informal carers reported substantial emotional and practical caregiving responsibilities and emphasised the need for greater recognition and support from healthcare services. The findings suggest that care for people with multimorbidity should move beyond managing individual diseases and instead focus on holistic, integrated care that reflects what matters most to patients and their carers.

	Hanley et al, (2026). “It Was a Bit of a Now or Never Situation’: Experiences of Preconception Care and Support for Women With Multiple Long-Term Health Conditions”
	The aim of the study was to explore women’s experiences of preconception care and support when living with multiple long‑term conditions, as well as the perspectives of the healthcare professionals involved in their care. The researchers sought to understand how women with MLTCs prepare for pregnancy, what support they receive, and what barriers within healthcare services affect their ability to plan safely and confidently.
	This qualitative study used secondary analysis of semi‑structured interviews conducted within the MuM‑PreDiCT research programme. The dataset included interviews with women living with multiple long‑term conditions and with healthcare professionals involved in their care. The researchers applied thematic analysis to explore key experiences, challenges and perspectives related to preconception care in the context of multimorbidity.
108 participants: 57 women living with multiple long-term health conditions and 51 healthcare professionals involved in their care.
	The study found that women living with multimorbidity faced challenges in accessing effective preconception care because of fragmented services, poor coordination between healthcare professionals, and uncertainty about how to manage multiple conditions during pregnancy. Many women had to advocate for themselves and organise their own care. The findings emphasised the need for personalised, integrated and multidisciplinary approaches to better support people with multimorbidity and to ease pressure on healthcare services.






4.2 Characteristics of the Literature Selected for Analysis
The studies were published between 2021 and 2026 and covered England, Scotland, Wales and UK-wide services. Research settings included general practice, integrated health and social care, bowel cancer screening, preconception care, digital innovation and electronic health records. Participants comprised people living with multiple long‑term conditions, informal carers, GPs, nurses, specialists, commissioners, social care staff, policymakers and innovation professionals. Qualitative sample sizes ranged from ten GPs in McCallum and MacDonald,(2021) to 108 participants in Hanley et al, (2026).
4.3 Analysis of the Results and Themes
The articles included in the scoping review revealed six main themes:
	Theme 1: Fragmented Services and the Burden of Care Coordination

	Theme 2: Social Determinants, Deprivation and Unequal Healthcare Demand

	Theme 3: Professional Workload and Patient Treatment Burden

	Theme 4: Holistic, Person-Centred and Integrated Care

	Theme 5: Digital Data and Innovation -Balancing Opportunity and Risk

	Theme 6: The Hidden Shift of Work to Patients and Informal Carers



Theme 1: Fragmentation was the most consistent finding across the literature. Care was frequently divided according to disease, profession and organisation, even though patients’ conditions and social circumstances were interconnected. Dambha-Miller et al, (2021) found that organisational separation, inadequate information sharing and tensions between national direction and locally developed practice restricted integration between primary care and social services. Simpson et al, (2024) similarly identified difficult referral processes, treatment delays, limited consultation time and poor communication between services. Spiers et al, (2023) found that older people attended numerous appointments and repeatedly explained their medical histories because different services did not communicate effectively.
Condition-specific studies illustrated the consequences of fragmentation at important points in the care pathway. Price et al, (2024) observed that comorbidity complicated decisions following a positive bowel-screening result because clinicians had to balance the benefits of colonoscopy against frailty, medication use and procedural risks. Hanley et al, (2026) identified unclear professional responsibility, inconsistent guidance and weak service integration within preconception care. Consequently, women were often required to find information, initiate conversations and coordinate specialist input themselves. Multimorbidity therefore increased demand through duplicated activity, delayed decisions, repeated assessments and additional coordination work, as well as through a greater number of appointments.
Condition-specific studies showed the consequences of fragmentation at important points in the care pathway. Price et al, (2024) found that comorbidity complicated decisions following a positive bowel-screening result because clinicians had to balance the benefits of colonoscopy against frailty, medication use and procedural risks. Hanley et al, (2026) observed unclear professional responsibility, inconsistent guidance and weak service integration within preconception care. Consequently, women were often required to find information, initiate conversations and coordinate specialist input themselves. Multimorbidity therefore increased demand through duplicated activity, delayed decisions, repeated assessments and additional coordination work, as well as through a greater number of appointments. please change a little bit but the meaning and amound of words must be the same.
Theme 2: The evidence demonstrated that multimorbidity cannot be separated from social need. Isaac et al, (2026) observed eight domains of social need within electronic health records: activities of daily living, mobility, financial need, disability, community care, housing or residential status, social support and bereavement. Approximately 37% of the 7.29 million adults living with multimorbidity had at least one recorded social need, and social need became more common as the number of long-term conditions increased. The study supports the qualitative finding that clinical complexity frequently coexists with practical and social disadvantage. McCallum and MacDonald, (2021) showed that socioeconomic deprivation intensified both patient need and GP workload. Simpson et al, (2024) observed that housing, financial circumstances, access to services and social-support networks influenced people’s ability to manage their conditions. Tooman et al, (2026) added an organisational perspective, finding that only one of the 20 innovation areas examined explicitly aimed to reduce health inequalities. The authors warned that digital innovations were particularly capable of excluding disadvantaged populations. Social disadvantage can therefore make healthcare access and self-management more difficult, while multimorbidity increases reliance on services that may already be least accessible or least adequately resourced in deprived communities.
Theme 3: A third theme concerned the workload experienced by healthcare professionals, patients and informal carers. McCallum and MacDonald, (2021) described this as “multimorbidity plus”, in which GPs managed several diseases alongside poverty, mental distress, family problems and other social difficulties. GP work therefore included clinical, practical, biographical and emotional labour that often remained hidden within routine consultations. This finding indicates that healthcare demand should not be measured only through the number of consultations. The duration, uncertainty and complexity of each healthcare encounter are also important.
Condition‑specific studies showed how fragmentation affected key points in the care pathway. Price et al, (2024) informed that comorbidity complicated decisions after a positive bowel‑screening result, as clinicians had to weigh the benefits of colonoscopy against frailty, medication use and procedural risks. Hanley et al, (2026) highlighted unclear professional roles, inconsistent guidance and weak service integration within preconception care. As a result, women often had to seek information, start discussions and coordinate specialist involvement themselves. Multimorbidity therefore increased demand through duplicated tasks, slower decision‑making, repeated assessments and extra coordination work, as well as through a higher number of appointments.
Theme 4: Across the literature, participants rejected care organised strictly around individual diagnoses. They valued continuity, trusting relationships with professionals, shared decision‑making and attention to physical, psychological and social priorities. Dambha‑Miller et al,(2021) reported that strong leadership, multidisciplinary teamwork and interface roles such as care coordinators and social prescribers helped link primary and social‑care services. Simpson et al, (2024) likewise highlighted personalised planning, supportive professional relationships and recognition of patients’ social circumstances as key to improving care.
Johnson et al, (2026) highlighted that a computerised template could merge separate disease reviews into a single personalised multimorbidity consultation. However, successful implementation relied on staff engagement, suitable training, aligned financial incentives and practice‑level reorganisation. Hanley et al, (2026) identified tailored counselling, medication planning, early referral and specialist involvement as essential elements of preconception care for women with multiple conditions. Price et al, (2024) also showed the value of personalised communication when screening benefits and risks varied according to a patient’s overall health. Integrated care may therefore reduce duplication and support better decisions, but achieving person‑centredness requires system‑level change rather than expecting clinicians to adapt within unchanged organisational structures.
Theme 5: Technology appeared as a potential response to rising complexity in healthcare demand. Isaac et al, (2026) showed that electronic records could capture different aspects of social need and potentially support service planning, case‑finding and risk stratification. Johnson et al. (2026) demonstrated how a digital template could organise comprehensive annual reviews, while Hill et al, (2026) explored whether large language models could assist in analysing qualitative accounts of multimorbidity and social care. Nevertheless, social needs may be recorded incompletely or inconsistently, making disadvantaged patients less visible within data systems. Hill et al, (2026) noted concerns about privacy, transparency, bias and the loss of emotional or contextual meaning, stressing that artificial intelligence requires human interpretation and oversight. Tooman et al, (2026) cautioned that innovations developed without a clear focus on equity could widen rather than narrow gaps in healthcare access. Digital tools should therefore support, rather than replace, professional judgement and should be co‑designed with communities affected by multimorbidity, rather than treated as substitutes for adequately staffed, relationship‑based care.
Theme 6: Simpson et al, (2024) and Spiers et al, (2023) observed that patients and informal carers arranged appointments, monitored symptoms, managed medications and transferred information between different services. Hanley et al, (2026) likewise showed that women often had to advocate for themselves because professional knowledge and responsibility were inconsistent. This work remains largely invisible within formal service‑use data, yet it represents a significant form of healthcare demand. When patients or carers are unable to take on these responsibilities, preventive opportunities may be missed, care may be delayed and health problems may worsen before professional support is received.
4.4 Broader Significance of the Findings
The themes show that the relationship between multimorbidity and healthcare demand is multidimensional. Demand arises from the number of coexisting conditions, but it is intensified by fragmented care pathways, treatment burden, socioeconomic deprivation, limited workforce capacity and the transfer of coordination work to patients and families. The findings indicate that integrated reviews, continuity of care, shared information systems and personalised decision‑making may strengthen the organisation of care. However, these approaches require workforce investment, protected consultation time, generalist skills, equitable digital design and stronger connections between healthcare, social care and community services.
The studies explain how and why healthcare demand develops but cannot quantify additional consultations, hospital admissions or financial costs. The findings should therefore be interpreted as evidence of experiences and mechanisms that generate healthcare demand rather than as numerical estimates of the overall impact of multimorbidity on the NHS.
4.5 Discussion
The findings address the dissertation aim of examining multimorbidity and its influence on NHS service demand. Across the ten studies, multimorbidity increased not only the number of healthcare interactions but also the complexity within each encounter. Themes of fragmented care, workload, treatment burden, inequality, person‑centred practice and digital innovation demonstrate that demand is multidimensional rather than simply a rise in appointment volume. This directly aligns with the study objectives relating to healthcare utilisation, workforce capacity, resource allocation, service delivery and overall NHS sustainability.
This interpretation corresponds with wider UK evidence. Valabhji et al, (2024) reported 8.88 million people with at least two of 35 long‑term conditions among roughly 60 million individuals registered with general practices in England. Prevalence ranged from 0.9% in those aged 0–19 years to 68.2% in people aged 80 and above, with adjusted odds higher in the most deprived decile. These figures reinforce the conclusion that ageing and deprivation intensify service demand, although the study used records up to March 2020 and therefore offers a national baseline rather than a current prevalence estimate.
The findings also align with Soley‑Bori et al, (2021), whose review of 17 UK studies linked multimorbidity with increased primary‑care use, emergency attendance, hospitalisation, care transitions and costs. The qualitative themes clarify these relationships: patients attend numerous appointments, manage complex medication regimes, repeat their histories and coordinate across disconnected services. Dambha‑Miller et al, (2021) highlighted inadequate information sharing and organisational separation, while Spiers et al. (2023) noted that older adults’ needs were poorly addressed by single‑condition care. McCallum and MacDonald (2021) demonstrated that “multimorbidity plus” social complexity generates additional, often overlooked GP workload in deprived communities.
Recent evidence further reinforces the significance of social determinants. Isaac et al, (2026) reported that 36.96% of 7,290,716 adults with multimorbidity had at least one documented social need, with prevalence rising alongside the number of conditions. Planning based solely on clinical diagnoses may therefore underestimate demand for community and social‑care support. The findings align with NICE recommendations advocating personalised care plans to reduce treatment burden and fragmented care. While the 2019 NHS Long Term Plan remains historically relevant, current policy direction is set out in the 10 Year Health Plan for England, which emphasises shifting care from hospital to community, analogue to digital and reactive treatment to prevention. Achieving these aims requires sufficient staffing, continuity, interoperable records and equitable service design.
4.6 Strengths of the Research
A key strength was the contemporary UK focus and the integration of peer‑reviewed studies with authoritative NHS, NICE and government sources. Searching multiple databases allowed comparison of perspectives from patients, carers, clinicians and organisations. Thematic analysis highlighted recurring mechanisms across settings and linked statistical evidence on utilisation with qualitative insights into how demand emerges. The use of clear keywords, a defined ten‑year publication window and UK‑specific inclusion criteria also enhanced the relevance and transparency of the review.
4.7 Limitations of the Research
The evidence base comprised only ten studies. The use of a tightly specified research methodology substantially restricted the scope of the evidence search. Several studies relied on small purposive samples or focused on particular services, conditions or English regions, limiting wider UK transferability. The described methodology does not include duplicate screening or a formal quality‑assessment tool, increasing the risk of selection and interpretation bias. Combining empirical studies with policy documents and guidelines may also give sources of differing evidential strength similar influence. Finally, qualitative synthesis can illuminate experiences and mechanisms but cannot determine causality or quantify the exact additional appointments, admissions or costs associated with multimorbidity.                                             
Overall, the findings meet the dissertation aim by demonstrating that multimorbidity increases NHS demand through higher utilisation and more complex care, with pressures further intensified by deprivation, social need and fragmented services.
CHAPTER 5: Recommendations and Conclusion
This chapter outlines the key findings of the dissertation and offers recommendations for NHS practice, policy development and future research priorities. The study set out to investigate how multimorbidity influences demand for NHS services in the UK, and to assess its wider implications for workforce capacity, resource distribution, service organisation and long‑term system sustainability. As the project was based on secondary research and thematic analysis, the recommendations draw on recurring patterns identified across the reviewed literature rather than on newly collected patient data, providing a broad yet evidence‑informed foundation for further work.
5.1 Overview of the Key Findings
The findings suggest that multimorbidity heightens demand on the NHS by increasing both overall healthcare utilisation and the complexity of each clinical interaction. Existing evidence indicates that the prevalence of multimorbidity continues to rise as people live longer with chronic conditions, while it also remains widespread among working‑age adults and individuals in socioeconomically deprived communities. People living with multiple long‑term conditions often require ongoing contact with general practice, hospital services, community care, mental‑health support, pharmacy services and social care. In addition, professionals must navigate interacting conditions, polypharmacy, conflicting clinical guidance, social circumstances and personal preferences, all which shape care decisions.
A number of interconnected issues were identified in the thematic analysis: fragmented service provision; rising professional workload and patient treatment burden; deprivation and social need; the value of person‑centred and integrated care; the opportunities and risks linked to digital innovation; and the shifting of organisational responsibilities onto patients and informal carers. Consequently, demand should not be viewed solely in terms of appointment numbers, emergency attendances or hospital admissions. Activities such as coordinating care, reconciling medicines, addressing social issues, managing uncertainty and supporting self‑management also exert significant pressure on NHS capacity and contribute to the overall strain on the system.
5.2 Recommendations for Practice and Policy
5.2.1 Improve clinical guidelines to support multimorbidity management
NICE and other national guideline‑development organisations should more systematically embed multimorbidity considerations within single‑condition guidance. Pretorius et al, (2026) examined 56 NICE guidelines covering a wide spectrum of long‑term conditions. Although 55 offered some reference to coexisting conditions, only 11 explicitly mentioned multiple long‑term conditions, and none included a dedicated section outlining how care should be adapted for people living with multimorbidity. The authors also reported limited attention to conditions spanning different body systems and insufficient involvement of individuals with lived experience of multimorbidity in the guideline‑development process.
Future guidelines should contain a clearly defined multimorbidity section, appropriate cross‑referencing and practical advice on how coexisting conditions may influence diagnosis, treatment decisions and ongoing monitoring. They should address drug-and, drug-disease interactions, polypharmacy, combined mental and physical health needs, frailty and cumulative treatment burden. Guideline committees should include generalist clinicians, pharmacists, relevant specialists and people with lived experience of multiple conditions to ensure a more balanced perspective. Implementing these changes would support clinicians in making safer, more personalised decisions, particularly when disease‑specific targets or recommendations conflict, and would strengthen the overall relevance of national guidance for real‑world NHS practice.
5.2.2 Embed patient‑defined priorities within care planning
Multimorbidity reviews should begin with a structured conversation focused on what matters most to the individual. Sathanapally et al, (2020) reported generally low alignment between the treatment and health‑outcome priorities of patients with multimorbidity and those of clinicians. Patients’ decisions were shaped largely by their immediate illness experiences, whereas clinicians tended to emphasise the prevention of longer‑term clinical risks. Maintaining functional ability emerged as particularly important to patients.
Patients and professionals should therefore agree on a small number of realistic and meaningful goals, such as maintaining mobility, managing distressing symptoms, reducing medicine burden or preserving independence. These priorities should be recorded within a single shared care plan and revisited whenever the patient’s health status, capabilities or social circumstances change. Measures of successful care should incorporate quality of life, functional ability and treatment burden alongside disease‑specific indicators to provide a more balanced assessment.
Longer appointments should be available when decisions are complex, allowing professionals to explain the benefits, risks and uncertainties associated with different treatment options and giving patients adequate time to express their preferences. A priorities‑based approach does not imply that long‑term clinical risks should be disregarded; rather, these risks should be considered in relation to outcomes that are meaningful, achievable and appropriate for the individual’s overall situation.
5.2.3 Resource primary care in line with patient complexity and local deprivation
NHS workforce and funding decisions should acknowledge that multimorbidity generates uneven workloads across different communities. McCallum and MacDonald, (2021) described “multimorbidity plus” in socioeconomically deprived areas, where GPs were required to manage multiple long‑term conditions alongside poverty, psychological distress and complex social circumstances. Their secondary analysis highlighted everyday, illness‑related, biographical and emotional work, much of which remained unrecognised and insufficiently supported by the wider healthcare system.
Resource‑allocation models should therefore incorporate multimorbidity, deprivation and social complexity rather than relying predominantly on population size or the number of recorded diagnoses. Practices serving high‑need communities require longer consultations, protected multidisciplinary working time, continuity of care and timely access to mental‑health, pharmacy, welfare‑rights and social‑care support to meet the scale of demand.
Multidisciplinary teams can distribute responsibilities appropriately among GPs, nurses, pharmacists, mental‑health practitioners and social prescribers. However, task‑sharing must avoid creating further fragmentation or if other professionals can replace the relational, generalist and interpretive work undertaken by GPs. Recruitment and retention strategies should prioritise practices experiencing the greatest mismatch between patient need and workforce capacity, ensuring that support is directed where it is most urgently required.
5.2.4 Recommendations for addressing future challenges related to multimorbidity
According to Jefferson et al, (2026), future healthcare services should adopt inclusive digital technologies that can support the complex and evolving needs of people living with multimorbidity, while ensuring that digital innovations enhance rather than replace personalised, person‑centred care. Digital health interventions should be designed, tested and refined with meaningful involvement from patients, carers and healthcare professionals so that they remain accessible, intuitive and responsive to the diverse requirements of individuals with multiple long‑term conditions. Healthcare providers should also ensure that digital systems are fully integrated into multidisciplinary care pathways, improving communication, care coordination and opportunities for supported self‑management without increasing treatment burden or widening existing health inequalities. Furthermore, future research should examine the long‑term effectiveness, usability and equity of digital technologies across varied population groups particularly older adults, people with limited digital literacy and those living in socioeconomically disadvantaged communities to ensure that digital healthcare delivers genuine, sustainable benefits for all individuals affected by multimorbidity.












Conclusion
This dissertation concludes that multimorbidity increases NHS demand through higher healthcare utilisation and greater complexity of care. These pressures are intensified by fragmented pathways, single‑condition guidance, socioeconomic deprivation, workforce limitations and differences between professional and patient priorities. The challenge cannot be resolved simply by promoting self‑management or increasing the number of short appointments.
The study has met its aim by demonstrating how multimorbidity shapes service use, professional workload, resource allocation, care organisation and the long‑term sustainability of the NHS. A shift towards coordinated, generalist and priorities‑based care is essential. Clinical guidance must reflect the realities of multiple conditions, NHS resources must follow complexity and deprivation, and treatment decisions should be guided by what matters most to patients.
Not all demand linked to multimorbidity is preventable, as people with multiple conditions have legitimate needs for ongoing healthcare. The goal should not be to restrict necessary service use but to reduce avoidable duplication, conflicting treatment, delayed support and the inappropriate transfer of work to patients, carers and overstretched primary‑care teams. Implementing these recommendations would support a more equitable, person‑centred and sustainable NHS response to the rising prevalence and complexity of multimorbidity.
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