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1. Introduction  

 The reason for this needs assessment  1.1

The number of people living with multiple long-term conditions (MLTCs) is considered to 
be on the rise, in part because more people are living longer than ever before with 
accumulated health risks, but also due to unhealthy lifestyle and other factors. Some 
clusters of medical conditions are more common than others and multiple long-term 
conditions have been shown to be more predictive of hospital use than single specific 
conditions or age. There is evidence that people who have both a mental and physical 
health condition do worse than those who just have physical health problems and that 
the likelihood of a mental health condition increases as the number of physical health 
conditions increase. 
 
There is a need to better understand this situation in Brighton and Hove in order to 
commission and deliver services to improve outcomes for people with MLTCs. The 
purpose of this needs assessment is to understand and inform the priorities for 
developing and integrating the health and care system in Brighton and Hove. The focus 
of the needs assessment is on adults with multiple long-term conditions, both physical 
and mental health conditions.   
 
This needs assessment is conducted as part of the programme of Joint Strategic Needs 
Assessments overseen by Brighton & Hove Health & Wellbeing Board. Adults with 
multiple long-term conditions was identified as a priority by the City Needs Assessment 
Steering Group and agreed by the Health & Wellbeing Board in March 2018. 

 Definition and scope  1.2

The overall aim is to assess the health and wellbeing needs and assets of adults with, 

and at risk of, developing multiple long-term conditions (MLTCs) and their carersô in 

Brighton and Hove and to make recommendations for future commissioning and 

provision of health and care services.  

Objectives are as follows: 

1. To assess the size, impact and characteristics of the population with MLTC  
2. To conduct an evidence review for prevention of developing MLTCs and for care, 

treatment and support for patients with MLTCs 
3. To assess how different parts of the local system respond to patients with MLTCs 

and their carers 
4. To make recommendations for: prevention of developing MLTCs; and the care; 

treatment and; support for patients with MLTCs and their carers 
 
This needs assessment focuses on adults who have two or more LTCs. 

 Methodology  1.3

There were the following elements within the needs assessment (see Appendix for 

more detail): 

¶ Literature reviews of who has multiple long-term conditions and effective 

interventions and services for those at risk of, or with, MLTCs 

¶ Analysis of local data from primary, secondary and adult social care 

¶ Qualitative analysis of local surveys and interviews 

¶ Collation of information on key services supporting those with MLTCs in the city. 



 

5 

2.  National context  
There is increasing recognition of the growing impact of multiple long-term conditions 

(MLTCs) on the health and wellbeing of individuals, as well as the burden and cost to 

health and care systems.  

The prevalence of MLTCs (also referred to as multimorbidity in many studies) has risen 

due to the ageing population, development of chronic diseases at younger ages, as well 

as better diagnoses and improved survival.1 In England in 2015, over half of the 

population (54%) aged 65 or over had two or more long-term conditions.2   

Multi-morbidity has been found to be more common among women and those living in 

socio-economically deprived areas.3 The presence in three or more conditions has been 

associated with greater reduction in Health Related Quality of Life (HRQoL) than the 

sum or the impact of individual conditions; the decline in quality of life associated with 

an additional condition in those with two or more physical conditions was less for older 

people than for younger people.4 Diabetes has been shown to reduce quality of life 

more than other conditions and a having a comorbid mental health problem (aside from 

neurological conditions) has more of an adverse effect on HRQoL, than any single 

comorbid physical condition.   

People with MLTCs are more likely to die early, have poor quality of life, loss of physical 

functioning, physical disability and be unable to work.5,6,7 They are at increased risk of 

admission to hospital, longer hospital stays, and adverse drug events.8,9  

The number of long-term conditions an individual has can better predict their use of 

health services than looking at the single specific conditions which they have,10 with 

78% of GP consultations for people with MLTCs.11 

More people needing complex care means that health and social care services, 

designed around treatment of individual conditions, are struggling to keep pace and 

ensure consistently high standards of care; people with MLTCs are less satisfied with 

their care.12 As the number of long-term conditions increases, so does the number of 

healthcare professionals involved and transitions across specialties and healthcare 

boundaries.13,14 This can result in fragmented, duplicative, inefficient or unsafe care, 

unnecessary emergency admissions and delayed discharge15,16,17,18; patients attending 

four or more doctors experience problems such as conflicting medical advice, 

unavailable test results and duplication of tests.19 Poor communication, care 

coordination and integration can be compounded by specialists who may not feel able 

to provide care outside their area of expertise or take overall responsibility for patientsô 

care.20,21,22,19  

The clinical care for multimorbid patients is complex, however the evidence base for 

managing chronic conditions and the resulting clinical guidelines are largely created for 

individual diseases and rarely account for multi-morbidity.23,24,25 As a result, patients can 

experience conflicting care plans and drug management, while mixed signs and 

symptoms from MLTCs can make diagnosis challenging. Patients with MLTCs are more 

likely to experience polypharmacy (the use of multiple medicines), resulting in increased 
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drug burden, reduced likelihood of adherence and increased risk of adverse 

events.5,6,8,9,24,14  

Multiple long-term conditions are also associated with disproportionately high healthcare 

costs; increased use of ambulatory care, unscheduled or unnecessary hospital 

admissions which cost more and can result in increased length of stay, delayed 

transfers of care and long-term institutionalisation.26,27,28,29,30,31  

Public satisfaction with the NHS overall has dropped sharply in the past year and 
dissatisfaction is at its highest level since 2007.32  

 Physical and mental health conditions  2.1

Around one third (30%) of people with a physical long-term condition also has a mental 

health condition, while almost half (46%) of people with a mental health condition has a 

long-term physical illness.33 Coexisting physical and mental health conditions occur 

most commonly in deprived areas34; those from the most deprived decile (10%) are 

more than twice as likely to have a mental health condition as those from the least 

deprived, and prevalence of a psychiatric condition increased significantly with the 

degree of deprivation.20 The contribution of mental ill-health to the morbidity burden also 

rises with the number of long-term conditions a person has.2,35,36 Coexisting physical 

and mental conditions are more common in women than men.37 It has been found that 

real world psychiatric care is more accurately approached from a multi-morbidity 

perspective than principal or dual diagnoses.38  

 Policy and strategy 2.2

The NHS Five Year Forward View (FYFV),39 emphasised that the NHS needed to 

dissolve traditional boundaries between primary care, community services and 

hospitals, recognising that this divide was increasingly a barrier to personalised and 

coordinated healthcare. Different models were part of the FYFV. The multispecialty 

community provider (MCP) model aimed to integrate and redesign care around the 

health of the population and included a new system of care delivery, backed up by new 

financial and business ways of working.40 The MCP model was about being the focal 

point for a wider range of care needed by registered patients and to offer federations 

and super-practices the potential to combine with community services and create a 

broader, more holistic and resilient form of general practice. The MCP model, over time, 

should help with managing demand for general practice, by building community 

networks, connecting with the voluntary sector, and supporting patient activation and 

self-care. An MCP combines the delivery of primary care and community-based health 

and care services ï not just planning and budgets. The building blocks of an MCP are 

the ócare hubsô of integrated teams, serving a community of around 30-50,000 people; 

they are the practical, operational level of any model of accountable care provision. 

Other bigger models are the primary and acute care systems (PACS) model, under 

which all hospital services are also included under a single form of integrated provision. 

Both are place-based models of care, serving the whole population within a 

geographical area. 
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NHS England planning guidance 2018/19 and Next Steps Five Year Forward View 

(2017) has a focus on integration and the voluntary roll-out of Integrated Care Systems. 

Integrated Care Systems are those in which commissioners and NHS providers, 

working closely with GP networks, local authorities and other partners and agree to take 

shared responsibility for how they operate their collective resources for the benefit of 

local populations.41   

NHS England considers Integrated Care Systems as key to sustainable improvements 

in health and care by:  

¶ creating more robust cross-organisational arrangements to tackle the systemic 
challenges facing the NHS;  

¶ supporting population health management approaches that facilitate the 
integration of services focused on populations that are at risk of developing acute 
illness and hospitalisation;  

¶ delivering more care through re-designed community-based and homebased 
services, including in partnership with social care, the voluntary and community 
sector; and  

¶ allowing systems to take collective responsibility for financial and operational 
performance and health outcomes. 

National surveys tell us that over 40% of people want to be more involved in decisions 

about their care and similarly 40% of people living with long-term conditions want more 

support to manage their health and wellbeing on a day to day basis. This is backed up 

by the Five Year Forward View which states that more could be done to involve people 

in their own health and care, to involve communities and the voluntary sector in 

improving health and wellbeing and to coordinate and personalise care and support 

including through personal health budgets.42 
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3.  Whoôs at risk and why? 

 How are multiple  long -term conditions defined?  3.1

Multiple long-term conditions are generally defined as the co-occurrence of two or more 

long-term medical conditions, including physical and mental health conditions. However, 

there is no standardised method for measuring them, with variation in the number (from 

4 to 102), type of condition and weighting of the importance of each condition, making 

comparisons of prevalence and impact across different studies difficult.43 The use of 

different definitions and measures of multiple long-term conditions leads to widely 

different estimates of prevalence in populations with similar demographics.44  

Different approaches to measuring, defining or prioritising multiple long-term conditions 

can be taken.45 The most common is to count diseases that patients have, using indices 

such as the Charlson Comorbidities Index,1 or to identify common disease 

combinations.46 However this approach fails to consider the severity of each disease or 

associated pain or impact on daily functioning; the extent to which certain disease 

combinations are expected due to shared pathology (such as chronic heart disease 

being causally linked to hypertension); complexity with regard to prevention and 

treatment44; how concordant or discordant disease combinations are with regard to their 

management47; or which combinations of disease are most relevant to each subgroup 

(such as age or gender).   

A limited number of studies have considered which disease combinations are 

associated with worst clinical outcomes, higher healthcare utilisation or greatest 

economic costs.48,47,27,49,50,51,52 However, differences in how studies categorise 

correlation and causal relationships between diseases has a substantial effect on 

estimates of utilisation and cost,1,53 although all studies found distinct variations in 

utilisation depending on the disease combination. Ruiz (2015)53 found that in elderly 

patients (70 years or above), worse outcomes were associated with combinations of 

heart disease, cerebrovascular disease, renal failure, hypertension and diabetes. 

Kadam (2013)47 found that for all ages, combinations such as chronic heart 

failure/disease plus chronic kidney disease/COPD cost more and result in higher 

healthcare impact, while hypertension and diabetes proportionally cost less. Diederichs 

et al43 who conducted a systematic review of selection methods for MLTCs, recommend 

including at a minimum 11 of the most frequently listed diagnoses (in the ICD-10) for 

people aged over 65: cancer, diabetes mellitus, depression, hypertension, myocardial 

infarction, chronic ischemic heart disease, heart arrhythmias, heart insufficiency, stroke, 

COPD and arthritis. Different approaches prioritise different combinations of disease; for 

example a focus on healthcare use may result in increased focus on heart disease, 

renal failure and COPD,53,47 analysis of the most prevalent disease combinations may 

result in a focus on cardiovascular disease, anxiety, depression and pain, or 

neuropsychiatric disorders.54 

While it is important for commissioners and providers is to understand which 

combinations of disease are most common and result in the highest impact and are thus 
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best to target limited resources for greatest effect, the approach is usually determined 

by what data is available.  

This needs assessment definition is based upon conditions identified by two studies: 

Barnett et al (2012)20 and NôGoran et al (2016)55 (more details are provided in Section 

4). Barnett et al estimated prevalence of multimorbidity in Scotland using a list of 40 

conditions recorded in GP read codes, by including morbidities recommended as core 

for any study of multimorbidity measured by a systematic review, diseases in the quality 

and outcomes framework of the UK general practice contract, and long-term disorders 

identified as important by NHS Scotland. NôGoran, a Swedish study, used a four step 

process to identify relevant conditions, involving experts to reach consensus on chronic 

conditions and those conditions most relevant in terms of MLTCs; they narrowed the 

686 items included in the ICPC-2a down to 75 chronic conditions identified as relevant 

for multimorbidity.  

 Mental and physical health conditions  3.2

Many people with long-term physical health conditions also have mental health 

problems. These can lead to significantly poorer health outcomes and reduced quality of 

life. Costs to the health care system are also significant ï by interacting with and 

exacerbating physical illness, co-morbid mental health problems raise total health care 

costs by at least 45 per cent for each person with a long-term condition and co-morbid 

mental health problem.56 Evidence suggests that between 12% and 18% of all NHS 

expenditure on long-term conditions is linked to poor mental health and wellbeing ï 

between £8billion and £13billion in England each year. The more conservative of these 

figures equates to around £1 in every £8 spent on long-term conditions. There are 

significant inequalities in outcomes for people with serious mental illness including 

psychosis and other long-term conditions. However, nationally almost 40% of mental 

health trusts do not have a specific policy or strategy for supporting comorbidities.57  

A another large study of patients in England found that, with the exception of 

neurological conditions, the presence of a comorbid mental health problem had a more 

adverse effect on Health related Quality of Life (HRQoL) than any single comorbid 

physical condition.58 Multiple studies have shown that people with long-term health 

conditions require integrated mental and physical healthcare services.59  

In terms of suicidal ideation, although it is associated with multi-morbidity, it does not 

appear to elevate risk beyond the independent effects of common mental illness or 

physical health problems.60  

Depression decreases an older personôs quality of life, sense of wellness and increases 

functional impairment. Patients with comorbid depression and physical health problems 

have poorer outcomes compared with those with single or multiple LTCs without 

depression61 and are significantly more likely to use unscheduled hospital care than 

                                            
a
 The International Classification of Primary Care (ICPC) is an international classification system for 

capturing and ordering clinical information in primary care. It was developed and updated by the World 
Organisation of Family Doctorsô (WONCA) International Classification Committee (WICC). 
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individuals with a LTC or multiple LTCs without depression.62  Individuals with 

depression are more likely than those without it to have multiple physical conditions and 

this is associated with social deprivation.63 The extent of this association between 

depression and a very wide range of physical health comorbidities has important 

implications for the integrated management of depression and physical health problems. 

Depression is up to seven times more likely to be seen in people with MLTCs, it is more 

likely to occur as the number of conditions increases64,65 and is more common amongst 

women with MLTCs.37 Whilst a person may develop certain mental health conditions, 

such as depression, as a result of living with a long-term physical illness, mental health 

conditions can also reduce a personôs ability to manage their physical health conditions.  

In a large study mixed physical and mental morbidity was the most common type of 

multimorbidity in those aged under 55 years and was two to three times more common 

in the most deprived compared to the least deprived communities. Physical only 

morbidity was the most common type of multimorbidity in those aged more than 55 

years.66 Ten conditions (seven physical and three mental) accounted for the top five 

most common conditions in people with multimorbidity in all age groups. Depression 

and pain featured in the top five across all age groups. Deprivation was associated with 

higher prevalence of depression, drugs misuse, anxiety, dyspepsia, pain, coronary heart 

disease and diabetes.  

Taking the example of epilepsy, people with epilepsy have higher rates of both physical 

and mental health comorbidity than people without after adjusting for age, gender and 

levels of deprivation. Depression is more common than in the general population but 

prevalence is similar to that of other physical health conditions, and is strongly 

associated with the total burden of physical conditions.67 

For survivors of stroke, the prevalence of disability increased with time and survivors 

reported greater loss of physical than mental quality of life. One in five people live at 

least 15 years after a stroke and poor functional, cognitive and psychological outcomes 

affect a substantial proportion of these long-term survivors.68 Increasing focus is 

required on preventing and managing the long-term consequences of stroke.  

 Learning d isabilities  3.3

For adults with learning disabilities the multi-morbidity burden is greater, occurs at much 

earlier age, and the profile of health conditions differs. Co-morbidity increases with age 

but is highly prevalent at all ages, being similar at age 20-25 to 50-54 year olds in the 

general population.69   

People with certain specific conditions can have a learning disability too. For example, 

people with Downôs syndrome and some people with autism have a learning disability. It 

is estimated that nationally for every 1,000 people, 20 will have a learning disability.70 

This is likely to increase as people with learning disabilities are living longer.  

Adults with learning disabilities have higher morbidity, earlier mortality and substantially 

more unidentified health needs than the general population.71 Access to primary health 

care is lower, despite a higher prevalence of many long-term conditions.72  A systematic 
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review published in 2018 found that adults with learning disabilities are less likely than 

the general population to receive screening and health promotion interventions that may 

improve identification of health needs, and management of long-term conditions. 

Although health checks have been implemented in various primary care contexts, the 

long-term impact on outcomes has not been investigated. The review also found there 

to be issues relating to primary care access, communication, and disease management. 

Accounts of experiences of adults with learning disabilities reveal a dilemma between 

promoting self-care and ensuring access to services, while avoiding paternalistic care. 

The review concluded that longer-term evaluation is required to improve access and 

management of LTCs for adults with learning disabilities. 

In one large study73 adults with learning disabilities received significantly poorer 

management of all longȤterm conditions on 38/57 (66.7%) indicators. Achievement was 

high (75%ï100%) for only 19.6% of adults with learning disabilities, compared with 77% 

of the general population. Adults with learning disabilities had higher rates of epilepsy, 

psychosis, hypothyroidism, asthma, diabetes and heart failure. This large study shows 

that adults with learning disabilities receive poorer care, despite conditions being more 

prevalent. 

People with Down syndrome died about 28 years younger than the general population. 

Congenital heart anomalies, comorbidities, low birthweight, and Black and minority 

ethnicity influences earlier age of death, as does younger maternal age and poorer 

parental education.74 Congenital heart anomalies and respiratory conditions were the 

leading causes of death, and more common than in the general population. Survival 

rates have improved over time, particularly for those with congenital heart anomalies.  

 Dementia  3.4

The relationship between dementia and comorbidities can be complex and variable: 

high blood pressure and diabetes can increase someoneôs risk of dementia; having a 

stroke can cause dementia; and depression can be a consequence of it. Other 

comorbidities that may be present are coincidental, e.g. arthritis. The severity of 

someoneôs dementia can have consequences on their ability to manage their other 

conditions.75 For example, someone managing diabetes has to carry out self-testing 

and administer insulin at certain times of the day, poor management of which can result 

in an emergency admission to hospital.  

Seven in ten people living with dementia are also living with another medical 

condition.75 There are 850,000 people in the UK living with dementia, 42,000 of whom 

are under the age of 65 years. Many people with dementia also live with one or more 

other health conditions. Studies have shown that: 

Å 41% have high blood pressure 
Å 32% have depression 
Å 27% have heart disease 
Å 18% have had a stroke or transient ischemic attack (mini stroke) 
Å 13% have diabetes.75  
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Those aged 65 plus in city with a diagnosis of dementia have on average 4.7 long-term 

conditions (including dementia), whereas those aged 65 without dementia have 2.4 on 

average. Only 5.9% of those registered with dementia (aged 65 and over) have this 

condition in isolation. Only 11.8% of those registered with dementia (of all ages) have 

this condition in isolation. 

NHS England76 estimate that there 2,782 people aged 65 plus living with dementia in 

Brighton & Hove. However there are only 1,887 people aged over 65 with a recorded 

diagnosis on GP registers.  

This equates to a Dementia Diagnosis Rate (DDR)[6] of 68%, against the national 

ambition of 67%. The gap between actual and expected prevalence also exists for those 

with early onset dementia ï whilst there are 54 people aged below 65 with a recorded 

diagnosis, available data suggests the city should have between 66 and 76 people 

formally diagnosed. 

 Age  3.5

Multiple long-term conditions become progressively more common with age.77,78,27 In 

England (2015) 54% of the population aged 65 or over has two or more MLTCs (rising 

to 69% of those aged 85 or over), with a projected increase to 64% in 2025 and 68% in 

2035 as a result of people living longer, in more ill-health due to multiple lifestyle and 

environmental factors.2 However is also worth noting that currently, in absolute terms, 

there are more people aged under 65 with MLTCs, than over; it is this younger cohort 

which must be the focus of preventive interventions to stop the onset or escalation of 

MLTCs.  

Unscheduled and avoidable hospital admissions are up to ninety times more common in 

older people (aged 65+) with multiple long-term conditions, and can result in delayed 

transfers of care and long-term institutionalisation.79,80,31 Multi-morbidity among the 

elderly is associated with decreased quality of life, psychological distress, poor hospital 

outcomes and longer stays, more postoperative complications, higher cost of care and 

higher mortality.53,81 

Between 2002 and 2012 the number of people aged 75 or over admitted to NHS 

hospitals in England rose by almost two thirds, with 63% of elderly hospital patients 

diagnosed with two or more conditions.53 The prevalence of co-existing physical and 

mental health conditions is substantially higher in older people20 and hospitalised older 

patients often present with mental, psychological or other social difficulties requiring 

coordinated care from different health specialties and services.53,82  

Comorbidity in the elderly is clustered around diseases such as cardiac arrhythmias, 

hypertension, diabetes, heart disease, cerebrovascular disease, renal failure, 

congestive heart failure,53 anxiety/depression/pain and neuropsychiatric disorders.54 

However, the ageing population also means more people are living with dementia, 

which can make management of a physical condition especially challenging due to 

                                            
[6]

 https://digital.nhs.uk/data-and-information/national-indicator-library/dementia-65-estimated-diagnosis-rate 

https://digital.nhs.uk/data-and-information/national-indicator-library/dementia-65-estimated-diagnosis-rate
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forgetfulness or confusion, and if medication is not taken a patientôs physical condition 

may decline.196  

 Gender  3.6

Women have more multiple long-term conditions than men at all ages,83,77,84 although 

the size of the difference varies between studies.37  

Women are affected by different conditions compared to men, and are more likely to 

experience pain, reproductive cancers and depression, whereas men are more likely to 

experience cardiovascular disease, diabetes and alcohol or substance misuse.85,37  

 Deprivation   3.7

Socio-economic deprivation has a clear association with the onset of multiple long-term 

conditions; there is higher prevalence of multiple long-term conditions amongst deprived 

populations across all age groups,25,86,15,16,17,87 with mental illness one of the first 

characteristics of multi-morbidity to appear.20,88 Young-middle-aged adults living in the 

most deprived areas have rates of multiple long-term conditions equivalent to those 

aged 10-15 years older in the most affluent areas.20 Patients who are socioeconomically 

disadvantaged often have poorer health and higher health care needs, while also 

experiencing poorer provision of services.89 A lack of social and personal resources, 

coupled with multiple stresses, can make coping difficult for these patients90 and the 

multiplicity of physical, psychological and social problems means that family physicians 

sometimes struggle to support patients with multimorbidity in deprived settings.91  

 Frailty  3.8

Frailty is a common clinical syndrome in older adults, characterised by increased 

vulnerability resulting from ageing-associated decline in reserve and function across 

multiple physiological systems; the ability to cope with every day or acute stressors is 

reduced, and the risk of poor health outcomes including disability, hospitalisation, care 

home admission, and mortality is increased.92,93 Frailty and multiple long-term 

conditions commonly coexist in older populations, can mutually contribute to each other, 

and are both predictors of disability.79 A fall, new medications or minor infections can 

result in disproportionate deterioration in physical, functional and mental health in frail 

people.94 As frailty frequently deteriorates once it has developed, emphasis should be 

placed on prevention of frailty to reduce care home admissions.79   

Women have double the risk of developing frailty (10%) compared to men (5%) which, 

coupled with a loss of mobility, make women particularly vulnerable to the effects of 

both frailty and disability.79,95  

Frail and multi-morbid individuals often have difficulty eating and absorbing nutrients, 

and can develop unrecognised malnutrition,96 which prolongs recovery and increases 

the risk of complications. They are also at greater risk of falls, adverse effects, long-term 

dependence and death.6,7,97 Older people with frailty can often present to hospital with 

atypical symptoms and complex needs, so that assessment in emergency departments 

can often exceed four hours, and awareness of symptoms associated with frailty, such 

as delirium, is very variable amongst acute hospital staff.98  
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Frail patients can easily lose their independence in hospital,98 and hospital admissions 

can be a key trigger to frailty amongst non-frail people and can seriously impede 

recovery and discharge in frail individuals,79,99 with frailty the biggest predictor of death 

and institutionalisation in the elderly.100 Comprehensive Geriatric Assessment (CGA) by 

a multi-disciplinary team (MDT), and follow-on care planning, reduces the number of 

people who are unexpectedly readmitted to hospital better enables people to live in their 

own home after a hospital admission.98  

 LGBTQ  3.9

There is significant evidence that lesbian, gay, bisexual, other women who have sex 

with women, men who have sex with men and trans people experience significant 

health inequalities, and specific barriers to services and support.  

The relationship between sexual orientation, gender identity and health has often been 

overlooked by the healthcare system, and there is a lack of sexual orientation and 

gender identity monitoring in service provision and population level research.101 

LGBT people experience higher levels of health risk behaviours, such as smoking and 

drug and alcohol use, as well as higher levels of self-harm including suicide attempts. 

LGBT people are less likely to engage with health interventions and screening 

programmes, and gender-specific screening can present particular challenges for trans 

and non-gendered individuals. LGBT communities therefore have higher levels of need 

for intervention and targeted support related to these indicators. 

Regarding lesbian, bisexual and other women who have sex with women (LBWSW) the 

international and UK evidence suggests102 that they experience inequalities across a 

range of areas but especially in relation to mental health, reproductive health issues, 

domestic violence and health risk behaviours such as smoking and alcohol misuse. 

There was also evidence from a bespoke analysis of the England GP Patient Survey of 

higher rates of musculoskeletal health issues, asthma and respiratory conditions and 

some types of cancer among LB women compared to heterosexual women. 

Research indicates that gay and bisexual men are less likely than men in general to 

have diabetes, which is consistent with a population that is less likely to be overweight 

or obese. As lesbian and bisexual women may be more likely to be overweight or obese 

than heterosexual women this would indicate that they may be at greater risk of 

diabetes. The Lesbian, Gay, Bisexual and Trans Public Health Outcomes Framework 

Companion Document101 provides additional detail across a range of health indicators. 

Although there is a lack of data specific to multiple long-term conditions for trans and Q 

people evidence shows that trans people attending transgender health-care services 

appear to have a higher risk of psychiatric morbidity (that improves following treatment), 

and thus confirms the vulnerability of this population103 with some evidence of 

ópathologisationô (i.e. attributing mental health problems to their transgender status).104 

 Ethnicity  3.10

There is a lack of evidence relating to ethnicity and MLTCs, therefore this section 

focuses on single conditions and rates of limiting long-term illness. Most ethnic minority 



 

15 

groups have poorer health than the White British group, although ethnic health 

inequalities vary by gender and there is a complex picture of ethnic differences across 

different health indicators,105 some groups, notably individuals identifying as Gypsy or 

Irish Traveller, and to a lesser extent those identifying as Bangladeshi, Pakistani or 

Irish, stand out as having poor health across a range of indicators.  

Both men and women who identified as White Gypsy or Irish Traveller have twice the 

White British rates of limiting long-term illness, and at each age they are the group most 

likely to be ill. Over 70% of Pakistani, Bangladeshi and White Gypsy or Irish Traveller 

women at this age reported a limiting long-term illness. Arab and Indian older women 

also reported high percentages of limiting long-term illness (66% and 68% respectively). 

50% of all men aged 65 or over reported a limiting long-term illness, but 69% of 

Bangladeshi and White Gypsy or Irish Traveller older men. Chinese individuals reported 

persistently better health, with half (or less) the White rates for men and women.106 

Evidence on ethnic differences in common mental disorders is patchy and inconsistent, 

though those identifying as Gypsy or Irish Traveller appear to have much higher rates of 

anxiety and depression than other groups; Black or Black British men have higher 

reported rates of psychotic disorder than men in other ethnic groups; available data 

suggest lower levels of reported ówellbeingô among most minority ethnic groups than the 

White population and cancer burden by site of the cancer varies between ethnic groups 

(e.g. prostate cancer makes up over 40% of Black or Black British menôs cancer 

compared with around 15% among Chinese men and 25% among all men).105  

There is evidence to show inequity in access to cardiovascular care relating to ethnicity, 

showing that South Asian populations have higher access and black populations 

lower.107 Evidence of inequality increases with stage on the care pathway for 

cardiovascular disease, which may indicate that barriers to access arise from the way in 

which health professionals are adjudicating health needs rather than a failure to seek 

help in the first place. 

 Pregnancy  3.11

Chronic diseases, in particular asthma and arterial hypertension can have a significant 

impact during pregnancy, causing complications at the fetal and maternal level.108 For 

pregnant women with epilepsy although most will have an uneventful pregnancy, 

pregnancy carries additional risks to a womenôs wellbeing and that of their developing 

foetus and their infant. For some women, these risks include worsening symptoms of 

epilepsy, increased mortality risks and less effective treatment of other conditions and 

comorbidities like depression.109 

Maternal obesity is also associated with increased maternal and foetal risks during 

pregnancy. One study110 showed there to be differences between pregnant women with 

at least one chronic disease and pregnant women without any. Prenatal complications 

were more frequent in women without chronic disease however women with chronic 

diseases deliver by Caesarean section more frequently than others and are at higher 

risk of giving birth to a premature infant.  
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 Behavioural risk factors  3.12

A number of unhealthy lifestyle factors, including smoking, obesity, lack of physical 

activity, fruit and vegetable consumption and excessive consumption of alcohol, are key 

factors in the development of long-term conditions and multiple long-term 

conditions.111,112  

Behavioural factors can influence how individuals manage their long-term conditions 

after onset, with barriers to optimal management including poor self-care behaviour and 

non-adherence to medication.113,114 However, education, counselling, advocacy and 

support to people with multiple long-term conditions and their caregivers, to make sense 

of complex riskïbenefit information in order to elicit treatment preferences, can help to 

overcome these barriers.113 
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4.  The level of need in Brighton & Hove  

 General health  4.1

There are currently no national data on multiple long-term conditions to be able to 

compare and monitor trends in Brighton & Hove.   

The percentage of GP registered patients with a long-standing health condition is 52% 

in Brighton & Hove115 which is significantly lower than England at 54%. However, 

Brighton & Hove has a younger age profile than other CCGs. Compared to England, the 

city has a younger profile with a higher percentage of its male and female population 

aged 20 to 54 years (Figure 1). In contrast, Brighton & Hove has a higher percentage of 

patients reporting a long-term mental health problem at 9%, significantly higher than 

England at 6%, and the South East at 5%.115  

Brighton & Hove is one of the most deprived parts of the South East. Smoking, alcohol 

and drug misuse in particular are significant health issues in the city. In contrast the city 

has more residents who are physically active and fewer obese and overweight adults 

compared to England. More than two in five older residents live alone which is more 

than the national average of 31%. The Brighton & Hove JSNA Executive Summary 

2017 gives a more complete profile of the cityôs population.116  

Figure 1: Age Profile (population pyramid) of the GP registered population by 
gender and quinary age band, NHS Brighton and Hove CCG, 2017 

 
Source: National General Practice Profiles, Fingertips Public Health England 
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 Life expectancy and healthy life expectancy  4.2

Between 2001-03 and 2014-16 life expectancy increased from 75.1 years to 79.5 years 

for males and from 80.8 years to 83.4 years for females in the city. However healthy life 

expectancy (the number of years of self-assessed good health) has actually fallen in 

recent years ï from 63.9 years to 61.6 years for males between 2009-11 and 2014-16 

and from 64.1 years to 62.2 years for females.117 People are therefore living longer in ill-

health. This, alongside the rising retirement age, means that increasing numbers of 

people of working age are in ill-health.  

 M ultiple long -term conditions  4.3

The literature review showed there was no clear consensus on a definition of multiple 

long-term conditions (MLTCs). Existing definitions either focus on addressing specific 

needs or mainly focus on the most prevalent chronic conditions. Barnett et al. (2012)20 

provides some basis for the analysis of MLTCs. It identified morbidities as core for any 

multimorbidity measure through a systematic review, diseases in the Quality and 

Outcomes Framework (QOF) of the UK general practice contract and long-term 

disorders identified as important by NHS Scotland. It defined 40 morbidities by Read 

codes and prescription data.  

Other studies of definitions of multiple long-term conditions were considered and a 

rigorous and comprehensive study identified was NôGoran et al (2016).55 This Swedish 

study, with criteria relevant to the UK context, used a four step process involving family 

medicine experts to reach consensus on chronic conditions, of which 75 were 

considered most relevant in terms of MLTCs. Key criteria to determine these conditions 

were duration of condition, sequelae, recurrence/pattern and diagnosis itself. 

A comparative list of chronic conditions was compiled from these two papers and 

matched, as far as possible, to the available data in the GP patient level datasetb. 

Conditions were agreed by a specific meeting of the clinicians from the needs 

assessment steering group (see Appendix for full detail). The final list of 41 conditions is 

shown in Table 1. The data is a snapshot of the patient record for the previous year, 

and as such details all conditions the patient has on their GP record during that time. 

However, for cancer and depression, to avoid capturing excessive/irrelevant data, the 

definition was restricted to whether the individual had the condition in the past five years 

only. 

Some conditions have lower prevalence than might be expected as completeness is 

dependent on effective recording by GP practices, as well as full disclosure from the 

patient to the GP of their health conditions. Chronic pain and HIV/AIDs are two 

examples of conditions which have lower prevalence than we might expect. The 

prevalence of moderate-severely disabling chronic pain is estimated to be at least 10% 

in the UK population118 compared to the less than 1% found here. There were 1,849 

                                            
b
 Long-term conditions in the GP level data are based on EDC codes determined via the John Hopkins 

model. Expanded Diagnosis Cluster (EDC) codes have been used to categorise similar diseases or 
conditions. The EDC methodology assigns ICD codes found on medical notes to one of 264 EDCs. 
Essentially the EDC codes are broad groupings of diagnosis codes to remove differences in coding 
behaviour between medical practitioners.  
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residents who received HIV-related care from Brighton & Hove in 2016,119 much higher 

than the 219 recorded in the GP dataset. The full breakdown of the number of people 

with each condition is provided in the Appendix. 

Table 1: The 41 long-term conditions included in the definition of MLTCs  

Condition group Condition in GP patient records 

Cancer Cancer (in past five years) 

Blood, blood forming organs and 
immune mechanism 

HIV/AIDs 
Sickle cell disease 

Digestive Inflammatory bowel disease 
Chronic liver disease 

Endocrine/ metabolic and 
nutritional 

Obesity 
Diabetes 
Hypothyroidism 
Gout 

Neurological Multiple sclerosis 
Parkinsonôs disease 
Muscular dystrophy 
Peripheral neuropathy 
Paralytic syndromes 
Cerebrovascular disease 

Skin Chronic skin ulcer 

Musculoskeletal Osteoporosis 
Rheumatoid arthritis 
Degenerative joint disease 

Urological Chronic renal failure 

Respiratory Asthma 
COPD (including Emphysema, Chronic 
bronchitis, COPD) 

Eye Blindness and/or Age-related macular 
degeneration 

Ear Deafness, hearing loss 

Cardiovascular Hypertension 
Congestive heart failure 
Atrial fibrillation 
Ischemic Heart Disease and/or generalised 
atherosclerosis and/or cardiovascular disorders 
Peripheral vascular disease 

Psychological Substance misuse (incl. alcohol dependence) 
Moderate/severe depression 
Learning disability 
Anxiety 
Schizophrenia and affective psychosis and/or 
bipolar disorder 
Seizure disorders 
Dementia 

General and unspecified Chronic pain 
Immunosuppression 
Cerebral Palsy 
Urinary incontinence 
Autoimmune diseases 

Source: GP patient data (Sollis)  
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 Who has multiple long -term conditions  in Brighton & Hove  4.4

There are 51,379 adults aged 20 years or over in Brighton & Hove recorded as having 

multiple long-term conditions (two or more) in March 2017, just under a quarter of the 

population (22%) (Table 2). Just over 19,000 people have both mental and physical 

health long-term conditions (8%). 

Table 2: Prevalence of long-term health conditions in adults aged 20+, Brighton & 
Hove, March 2017 

 Prevalence of health 
conditions 

Number of adults (aged 
20+) 

No health conditions 54% 126,826 

1 or more conditions 46% 106,590 

2 or more conditions 22% 51,379 

3 or more conditions 12% 26,984 

4 or more conditions 6% 14,700 

5 or more conditions 3% 8,084 

6 or more conditions 2% 4,431 

Physical and mental 
health co-morbidity 

8% 19,060 

All registered patients 
(20+) 

 253,652 

***Mental health includes severe or moderate depression, anxiety, schizophrenia and/or bipolar disorder 

Source: GP patient data (Sollis) 

These figures can be compared to the Public Health England (PHE) estimates for each 

local authority, based upon the Barnett study age, sex and deprivation specific rates, 

using 2011 population data.120 The prevalence of two or more (21%) and three or more 

(12%) long-term conditions are very similar and for physical and mental health co-

morbidity, the prevalence is 8% in both the local data and in application of estimates 

from the Barnett study. Our findings also chime with those from the November 2018 

Health Foundation report Understanding the health care needs of people with multiple 

health conditions.121 

The local authority estimates provided by Public Health England show that, given our 

population characteristics, we would be expected to have significantly higher prevalence 

of multiple long-term conditions than the South East for both males and females in all 

age groups, with the exception of those aged 85 years or over where there was no 

significant difference in prevalence across local authorities. However, because we have 

a younger population, and having multiple long-term conditions is highly age-related, the 

estimate of our overall prevalence (21%) is lower than the South East and England 

(both 23%). 

We are limited by the data available as to which demographic 

characteristics we can consider. For example, ethnicity is poorly 

recorded across primary care and data is not available on sexual 

orientation, non-binary gender or demographic characteristics other 

than age, gender or deprivation. 
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4.4.1 Age and gender 

The percentage of people living with long-term conditions increases exponentially with 

age (Figure 2). In 20-24 year olds 74% have no long-term conditions and up to the age 

of 50 years the majority of people in Brighton & Hove still have no long-term conditions. 

At 50-54 years, 22% have multiple long-term conditions, rising to 48% of those aged 65-

69 years and 81% of those aged 85-89 years. However, those who reach 95 years or 

over have fewer conditions than those aged 80-94 years. This may be due to the 

increased mortality rates of those with higher numbers of long-term conditions aged 

over 80, resulting in a lower prevalence in the surviving population over this age. 

This is similar to the Public Health England estimates applied to the Brighton & Hove 

population, which showed that while gender and deprivation are strongly associated 

with morbidity, age has the most influence in number of morbidities. This picture was 

similar for both males and females. 

Figure 2: Percentage of people with specified number of long-term conditions, by 

age group, Brighton & Hove, March 2017 

 
Source: GP patient data (Sollis) 

In terms of numbers, there are more adults with multiple long-term conditions in 

Brighton & Hove aged under 65 years (27,923) than there are aged 65 years or over 

(23,456). There are also more females (27,239) with MLTCs than males (24,140). 

4.4.2 Deprivation 

Prevalence of MLTCs is greater in the most deprived areas of the city compared to the 

least deprived (Figure 3) and this is most noticeable between the ages of around 40-44 

years up to 60-64 years. Under age 30 and at around age 80-84 years, prevalence is 

similar for the most and least deprived areas.  

Prevalence of five or more LTCs has an even more marked difference between the 

most and least deprived areas. Not only this, but people having five or more LTCs 

Number 

of LTCs 
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appears around 15 years earlier in the most deprived areas, at 35-39 years compared 

to 50-54 years in the least deprived areas (Figure 4).  

Prevalence of five or more LTCs is increased most in deprived areas at 45-49 years; it 

is almost eight times as prevalent in the most compared to in the least deprived quintile 

(Figure 5). Prevalence of two or more LTCs is also most increased at 45-49 years, with 

more than twice the prevalence. This is similar to the Barnett study which showed age 

and deprivation interact together: young adults living in the most deprived areas had 

rates equivalent to those aged 10-15 years older in the least deprived areas. 

Figure 3: Proportion of adults with 2+ LTCs by age group in the most and least 
deprived quintiles, Brighton & Hove, March 2017 

 
Figure 4: Proportion of adults with 5+ LTCs by age group in the most and least 
deprived quintiles, Brighton and Hove, March 2017 

 
Source: GP patient data (Sollis) 
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Figure 5:  Ratio of the percentage of adults with 2+ and 5+ LTCs by age group in 
most deprived against least deprived (IMD 2015), Brighton & Hove, March 2017 

 
Source: GP patient data (Sollis) 

In those aged under 65, adults with multiple long-term conditions are concentrated in 

more deprived areas particularly central Brighton and around Portslade. In those aged 

65 years or over, where adults with MLTCs live doesnôt appear to relate to deprivation 

and is far more linked to where older people live, in the outer areas of the city. Once 

age-standardised, to take account of age structures of different areas of the city, the 

highest rates of people with MLTCs are around the Moulsecoomb and Bevendean and 

East Brighton wards and areas of North Portslade and Woodingdean (Figure 6). 

Figure 6: Percentage of adults with 2+ long-term conditions (directly age 

standardised), LSOAs in Brighton & Hove, March 2017 

 
Source: GP patient data (Sollis) 
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In terms of numbers, there are almost twice as many adults aged under 65 with multiple 

long-term conditions living in the most deprived quintile than in the least deprived 

quintile. For those aged 65 years or over, there are more adults with multiple long-term 

conditions living in the least deprived quintile than in the most deprived (Figure 7). 

Figure 7: Numbers of adults with MLTCs by deprivation quintile, for under 65s 
and 65+; Brighton & Hove, March 2017 

 
Source: GP patient data (Sollis) 

  Co-occurring  mental and physical long -term conditions  4.5

Just over 19,000 people have both mental and physical health long-term conditions 

(8%). This rises to around 35,000 people (15%) if mild depression is included rather 

than limiting to moderate or severe depression). 

The percentage of adults with a mental health condition increases as the number of 

physical health conditions increase ï from 13% of those with no conditions to 23% of 

those with two conditions and to 31% of those with nine physical conditions (Figure 8). 

Figure 8: Percentage of adults with a mental health condition, by number of 

physical health conditions they have, Brighton & Hove, March 2017 

 
Source: GP patient data (Sollis) 
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In Brighton & Hove, the highest percentages of adults with mental health conditions 

(moderate or severe depression and/or anxiety and/or schizophrenia/bipolar disorder) 

are concentrated around the more deprived areas of the city (Figure 9). This 

corresponds with the findings from the Barnett study. In Brighton & Hove, physical and 

mental health comorbidity tends to be higher in females than males (Figure 10), which 

agrees with the findings of the Barnett study. 

For females in Brighton & Hove, physical and mental health co-morbidities are 

disproportionately high in the most deprived areas among those aged 45 to 64 years 

(Figure 11).  For males, physical and mental health co-morbidity is disproportionately 

high among those in the most deprived areas in those aged 40 to 59 years (Figure 12). 

PHE estimates (based upon the Barnett study),20 and national evidence on common 

patterns of morbidity and multi-morbidity,3 concur with this finding with the greatest 

variance for those in the most deprived areas among those in their mid-40s. However 

the PHE estimates showed physical and mental health co-morbidity to be more 

pronounced in men whereas in our observed data this does not appear to be the case. 

Figure 9: Age-standardised percentage of adults with physical and mental health 
co-morbidity, by LSOA in Brighton & Hove, March 2017 

 
Source: GP patient data (Sollis) 
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Figure 10: Physical and mental health co-morbidity by gender, Brighton & Hove, 
March 2017 

 
Source: GP patient data (Sollis) 

 

Figure 11: Females: Physical and mental health co-morbidity by age group in the 

most and least deprived quintiles, Brighton & Hove, March 2017 
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Figure 12: Males: Physical and mental health co-morbidity by age group in the 

most and least deprived quintiles, Brighton & Hove, March 2017 

 
*** At least one physical health condition and at least one mental health condition 

Source: GP patient data (Sollis) 

The majority (63%) of adults with multiple long-term conditions under 65 have a 

recorded mental health condition and/or recorded substance misuse (alcohol or drugs 

misuse) (Figure 13). This applies to both males and females aged under 65. However, 

in those adults with multiple long-term conditions aged 65 or over, the majority (77%) do 

not have a recorded mental health condition and/or substance misuse. A quarter (25%) 

of those aged under 65 with a physical health condition, also have a mental health 

condition, but this drops to around 15% in those aged 65 or over (Figure 13). 
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Figure 13: Percentage of adults with at least one physical health condition who 
also have a recorded mental health condition and/or substance misuse by age, 
Brighton & Hove, March 2017 

 
Source: GP patient data (Sollis) 

 Risk factors  for having multiple long -term con ditions  4.6

Obesity, substance misuse and being a current or ex-smoker are all highly 
significant risk factors for having multiple long-term conditions (Table 3).   
Obesity has the largest association with having multiple long-term conditions, more so 

than substance misuse (includes alcohol dependence) and being a smoker. Of those 

adults who are obese, 56% have multiple long-term conditions compared with only 10% 

of adults who are not obese. Of current or ex-smokers, 31% have multiple long-term 

conditions compared with 17% of those who have never smoked and 43% of those with 

recorded alcohol or substance misuse issues have multiple long-term conditions 

compared with 10% of those with no record of this. 

In the rest of the analysis, these factors are in themselves long-term conditions. 

Therefore, in order to assess their association with having multiple long-term conditions, 

here they are excluded from the multiple long-term conditions condition list. 

Table 3: Risk factors and long-term conditions, Brighton & Hove, March 2017 

Risk factor No health conditions  

Never-smoked 61% of never-
smokers have no 

health conditions* 

42% of current or 
ex-smokers have 

no health 
conditions* 

Current or ex-
smoker 

Non-current smoker 56%* 48%* Current smoker 

Not obese 80%* 20%* Obese 

No substance misuse 80%* 26%* Substance misuse 
(Inc. alcohol 

dependence) 

Risk factor 2+ long-term conditions  

Never-smoked 17% of never-
smokers have 

31% of current or 
ex-smokers have 

Current or ex-
smoker 



 

29 

MLTCs* MLTCs* 

Non-current smoker 21%* 26%* Current smoker 

Not obese 10%* 56%* Obese 

No substance misuse 10%* 43%* Substance misuse 
(Inc. alcohol 

dependence) 
*Having risk factor is significantly different to not having risk factor (statistical test of proportions) 

***Risk factor excluded as a long-term condition within this table 

Source: GP patient data (Sollis) 

 Most common  conditions   4.7

The most common long-term condition in adults in the city is anxiety, with over 30,000 

adults (13% of adults), followed by hypertension (28,740 adults or 12%) and asthma 

(26,144 adults or 14%) (Figure 14). Prevalence is dependent on effective GP recording 

and patient disclosure of health conditions. It should be noted that all recorded 

depression has a prevalence of 17% (40,177 adults), but the analysis was restricted to 

moderate/severe depression which has a prevalence of 4% (nearly 9,000 adults). This 

was based upon the advice of a clinical meeting of the steering group.  

Prevalence of long-term conditions approximately triples in adults with multiple long-
term conditions compared to in all adults. For example, hypertension has a prevalence 
of 12% in all adults but 45% in adults with MLTCs. Diabetes has a prevalence of 4% in 
all adults and 17% in adults with MLTCs (Figure 15). 

Patients with heart disease and COPD both have on average three other long-term 

conditions. This contrasts with patients with asthma, who tend be younger, and have on 

average one other long-term conditions (Figure 16). 

Figure 14: Number (and percentage) of adults with various long-term conditions, 
Brighton & Hove, March 2017 

 
***Long-term conditions with fewer than 5,000 adults were omitted from the above graph.  
*** Substance misuse includes alcohol dependence 
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Figure 15: Prevalence (%) of long-term conditions in all adults compared to in 
adults with MLTCs, Brighton & Hove, March 2017 

 
Source: GP patient data (Sollis) 

Figure 16: Average number of additional long-term conditions (mean number) for 
adults with specified long-term conditions, Brighton & Hove, March 2017 

 

Source: GP patient data (Sollis) 

4.7.1 Most common conditions by age, sex and deprivation 

The most common conditions adults have in Brighton & Hove vary with age, sex and 

deprivation (Table 4):  

¶ In adults aged under 50 depression, anxiety and asthma are the most common 

conditions in adults with multiple long-term conditions. 

¶ In adults with multiple long-term conditions aged under 35 living in the least deprived 

areas, anxiety is more common than all recorded depression and more common 

than moderate/severe depression. 

¶ In the most deprived areas, substance misuse (alcohol dependence or drugs 

misuse) is a common condition for males 20-49 years with multiple long-term 

conditions. 



 

31 

¶ Gender is an important factor in type of condition. Obesity is one of the most 

common conditions in females aged under 50. Hypothyroidism is common in 

females aged 35 or over. However, in males aged 35-64, hypertension is one of 

most common conditions, and diabetes appears as one of the most common 

conditions between 50-64 years. 

¶ Amongst adults aged 80 years or over with multiple long-term conditions, the same 

set of conditions is most common across all groups: hypertension, chronic renal 

failure, atrial fibrillation (AF), IHD/heart conditions, urinary incontinence. 

¶ In adults aged 65-79 years hypertension is most common. Urinary incontinence also 

appears as a very common condition in this age group. In males aged 65-79 years 

IHD/heart conditions and diabetes are among the most common conditions in those 

with MLTCs. In females aged 65-79 years depression and anxiety are among the 

most common conditions in those with multiple long-term conditions. 

In summary, the combinations of conditions adults with multiple long-term conditions 

have tend to vary by whether male or female in those aged under 65 years and this is 

consistent with the findings of the literature review. In those aged 65 years or over, the 

same set of conditions appear to be most common whether male or female.  
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Table 4: Five most common conditions (under 65s) by age-band, sex, deprivation, 
Brighton & Hove, March 2017 

 Females, most 
deprived 
(n = 6,220) 

Females, least 
deprived 
(n = 5,246) 

Males, most 
deprived 
(n = 5,777) 

Males, least 
deprived 
(n = 4,523) 

20 to 34 
(n = 2,223) 

(n = 928) 
Anxiety 64% 
Asthma 51% 
Depression 32% 
Obesity 21% 
Substance 
misuse 19% 

(n = 329) 
Anxiety 70% 
Asthma 47% 
Depression 27% 
Obesity 14% 
Hypothyroidism 
10% 

(n = 676) 
Anxiety 56% 
Asthma 48% 
Substance 
misuse 32% 
Depression 26% 
Schizoph/bipola
r 12% 

(n = 290) 
Anxiety 59% 
Asthma 57% 
Depression 19% 
Substance 
misuse 17% 
Learning 
difficulties 15% 

35 to 49 
(n = 3,792) 

(n = 1,274) 
Anxiety 53% 
Asthma 40% 
Depression 25% 
Obesity 25% 
Substance 
misuse 19% 

(n = 695)  
Anxiety 59% 
Asthma 38% 
Depression 23% 
Hypothyroidism 
18% 
Obesity 16% 

(n = 1,270) 
Anxiety 45% 
Substance 
misuse 39% 
Asthma 35% 
Hypertension 
20% 
Depression 20% 

(n = 553) 
Anxiety 45% 
Asthma 36% 
Hypertension 
24% 
Depression 18% 
Substance 
misuse 16% 

50 to 64  
(n = 5,822) 

(n = 1,649) 
Hypertension 
40% 
Anxiety 39% 
Asthma 32% 
Obesity 28% 
Hypothyroidism 
23% 

(n = 1,178) 
Anxiety 36% 
Hypertension 
35% 
Asthma 28% 
Hypothyroidism 
25% 
Obesity 18% 

(n = 1,793) 
Hypertension 
46% 
Anxiety 32% 
Diabetes 27% 
Substance 
misuse 25% 
Asthma 23% 

(n = 1,202) 
Hypertension 
52% 
Anxiety 30% 
Asthma 22% 
Diabetes 21% 
Gout 16% 

65 to 79 
(n = 6,369) 

(n = 1,452) 
Hypertension 
65% 
Urinary 
incontinence 
27% 
Chronic renal 
failure 26% 
Diabetes 23% 
Anxiety 23% 

(n = 1,736) 
Hypertension 
61% 
Urinary 
incontinence 
33% 
Anxiety 23% 
Hypothyroidism 
22% 
Chronic renal 
failure 21% 

(n = 1,513) 
Hypertension 
66% 
Diabetes 32% 
IHD/heart 31% 
Urinary 
incontinence 
29% 
COPD 21% 

(n = 1,668) 
Hypertension 
62% 
Urinary 
incontinence 
26% 
IHD/heart 26% 
Diabetes 22% 
Atrial fibrillation 
18% 

80 and over 
(n = 3,560) 

(n = 917) 
Hypertension 
80% 
Chronic renal 
failure 49% 
Urinary 
incontinence 
28% 
AF 28% 
IHD/heart 27% 

(n = 1,308) 
Hypertension 
74% 
Chronic renal 
failure 38% 
Urinary 
incontinence 
34% 
AF 24% 
IHD/heart 22% 

(n = 525) 
Hypertension 
68% 
Chronic renal 
failure 40% 
IHD/heart 38% 
Urinary 
incontinence 
34% 
AF 31% 

(n = 810) 
Hypertension 
69% 
Urinary 
incontinence 
47% 
Chronic renal 
failure 35% 
IHD/heart  
32% 
AF 32% 

Source: GP patient data (Sollis) 
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 Clustering of conditions   4.8

Clustering of the common conditions an adult might have gives a picture of which 

groups of conditions patients most commonly have together, and allows further analysis 

of healthcare costs and activity without just considering the 41 conditions independently. 

A global health report released by the Academy of Medical Sciences in April 2018 

ñMultimorbidity a priority for global health researchò122 stated ñclustering is useful as 

more clarity is needed on which combinations of conditions are commonly seen 

together, but such descriptive work would also benefit from a great understanding of the 

mechanistic basis underlying such clusteringò.  

Clustering, in this needs assessment, is based upon the presence or absence of a 

condition, given the presence or absence of another condition i.e. if an adult has 

moderate/severe depression as a long-term condition, what is the likelihood they also 

have anxiety? The methodology for obtaining the disease clusters was based on 

Deruaz-Luyet et al. (2017)123 and looks at the odds ratios between every pair of 

conditions in Brighton & Hove. The premise is that if an adult has a condition in a 

particular disease cluster, they are more likely to have other conditions in that cluster 

(see Appendix for further details). 

Nine clusters were identified (Table 5):  

¶ There is a very strong association of 4 conditions in Cluster 1: substance misuse, 

schizophrenia/bipolar disorder, depression and anxiety. 

¶ Cluster 2 shows seizure disorders and learning disabilities to be a common 

combination for adults with multiple long-term conditions which may be explained by 

problems in the same area of the brain.  

¶ Adults with multiple long-term conditions who have asthma (cluster 3) or IBD (cluster 

4) typically have a range of other conditions, but no association with any condition in 

particular.  

¶ Cluster 5 shows various neurological conditions to be common combinations which 

may have the same pathophysiological origins. However, also in this cluster was 

chronic pain and HIV/AIDs.  

¶ Cluster 6 includes blindness, urinary incontinence, heart conditions, chronic renal 

failure and hypertension whose commonality appeared to be older age. 

¶ Cluster 7 shows clusters of adults with multiple long-term conditions who have 

combinations of dementia, paralytic syndromes, and cerebrovascular disease 

alongside chronic skin ulcer. A link between dementia and chronic skin ulcer is not 

surprising given that pressure ulcers are a particular risk for people with dementia 

due to the nature of the disease. 

¶ Cluster 8 shows arthritis alongside osteoporosis, and autoimmune disorders and 

cancer to be a common combination of conditions for adults with multiple long-term 

conditions. Hearing loss, COPD and hypothyroidism are also included in this cluster 

(although these conditions could fit in several other clusters). 

¶ Cluster 9 shows chronic liver disease, obesity, diabetes and peripheral neuropathy 

to be a common combination of conditions for adults with MLTCs.  

¶ Clusters 1,2,3 and 4 are overarching, meaning that adults with any of these clusters 

of conditions also commonly have in addition conditions in disease clusters 5 to 9. In 
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other words, adults with multiple long-term conditions who have mental health 

conditions or learning disabilities might also typically have neurological conditions or 

perhaps conditions of older age, metabolic disorders or immune conditions (any of 

the diseases in clusters 5 to 9).    

¶ Clusters with particularly high prevalence in adults with MLTCs are cluster 6 (older 

age), 8 (immune incl. arthritis) and 1 (mental health and substance misuse).  

Table 5: Disease clusters for adults with MLTCs, Brighton & Hove, March 2017* 

Disease cluster** Long-term conditions Number of adults with 1+ 
conditions in cluster*** 

1. Mental health 
and substance 
misuse 

1a. Substance misuse (alc/drugs), 
schizophrenia/bipolar disorder 
1b. Depression, anxiety     

22,933 

2. Learning 
disabilities 

2a. Seizure disorders, learning 
disabilities                  

2,505 
 

3. Asthma 3. Asthma 13,090 

4. IBD 4.Inflammatory Bowel Disease (IBD) 1,030 

5. Neurological 5. Muscular dystrophy, 
immunosuppression, pain in past 
five years, cerebral palsy, 
Parkinson's, sickle cell disease, 
HIV/AIDS, peripheral vascular 
disease, M.S. 

1,831 

6. Age-related 6a. Blindness, urinary incontinence                                
6b. Atrial fibrillation, congestive heart 
failure, IHD/G.A./Cardiovascular  
6c. Chronic renal failure, 
hypertension 

30,481 

7. Brain 7a. Chronic ulcer skin, dementia       
7b. Paralytic syndromes, 
cerebrovascular disease 

5,876 

8. Immune incl. 
arthritis 

8a. Osteoarthritis, osteoporosis 
8b. Autoimmune disorders, 
rheumatoid arthritis 
8c. Gout, Cancer in past five years, 
hearing loss, COPD, Hypothyroidism 

23,297 

9. Metabolic/ 
endocrine 

9a.  Chronic liver disease, obesity, 
diabetes               
9b. Peripheral neuropathy 

16,528 

Source: GP patient data (Sollis) 
* Subclusters are referenced a, b, c and indicate conditions which are more strongly related to each other 

within the cluster as a whole. Cluster 6 is often linked with cluster 7. 
** Cluster names are a best fit to the conditions in the cluster, but it is important to refer to the list of 
conditions when interpreting any analysis presented here (for example chronic ulcer of the skin within the 
cluster of predominantly brain conditions).  
*** Adults may have conditions in more than one cluster 

The clustering gives interesting new insight for patients with multiple long-term 

conditions, but in the main it reflects that some conditions is due to common 

pathophysiological pathways, for example an association between atrial 

fibrillation, hypertension and IHD/generalised atherosclerosis/other 
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cardiovascular diseases would be expected. Similarly, an association between 

diabetes and obesity would be expected as obesity is a known risk factor for 

diabetes. Other clusters are age-related. Therefore they do not on the whole 

inform commissioning intentions 

However, Cluster 1, with mental health and substance misuse is particularly seen 

in younger adults and a significant cluster within the city which wasnôt found 

elsewhere. 

 Healthcare activity and costs  4.9

As similar patterns can be seen for hospital activity and costs, we focus mainly on costs.  

On average, individuals with no long-term conditions cost £116 in the last year in terms 

of A&E attendances, outpatient appointments, elective and emergency admissions 

(Table 7). This increases to £662 for those with two conditions and £1,081 for those with 

three conditions. The average cost for individuals with eight conditions is £5,187 and 

£8,668 for ten or more conditions. The costs increase most in relation to emergency 

hospital admissions, up to £5,852 for those with 10 or more conditions.  

Figure 17: Average cost per person of various acute care in the last year, by 
number of conditions; Brighton & Hove, March 2017 

 
Source: GP patient level data (Sollis) 

The average number of hospital inpatient admissions, A&E attendances, outpatient 

appointments, prescribed medications and GP practice contacts are all highly related 

with the number of long-term conditions an individual has. 
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Table 6: Average number of hospital admissions and attendances, GP practice 
contactsc and prescribed medications by number of long-term conditions 

 Average 
outpatient 

appointmen
ts 

Average 
emergenc

y 
inpatient 
admissio

ns 

Average 
elective 
inpatient 
admissio

ns 

Average 
A&E 

attendanc
es 

Averag
e GP 

practice 
contact

s1 

Average 
distinct 

prescribe
d 

medicati
on count 

<2 
conditio
ns 

0.9 0.0 0.1 0.2 2.3 2.0 

2+ long-
term 
conditio
ns 

3.7 0.2 0.4 0.6 11.1 10.0 

5+long-
term 
conditio
ns 

6.6 0.7 0.7 1.3 19.2 18.2 

Source: GP patient level data (Sollis) 

4.9.1 Total costs by age-group 

In adults aged under 65, those with fewer (two or three) long-term conditions living in 

the most deprived quintile had the highest total costs in the past year (Figure 18). In 

adults aged 65 or over, those with greater numbers (five or six) of conditions had the 

highest total costs (Figure 19), with little difference by deprivation quintile.  

In the year previous to March 2017, comparing adults with multiple long-term conditions 

to adults with single conditions, it is emergency admissions costs which show the 

largest increase with a cost of £1,440 per admission in adults with single conditions 

compared to a cost of £2,017 per admission in adults with multiple long-term conditions 

(Table 7). It should be noted however that these are average emergency costs for 

adults with those conditions and not costs specific to treating those conditions.  

Just over half (56%) of emergency admission costs in the past year can be attributed to 

adults aged 65 or over, whilst two thirds (66%) of emergency admission costs in adults 

with multiple long-term conditions can be attributed to adults aged 65 or over. It is not 

surprising then that of all adults with multiple long-term conditions who had an 

emergency admission in the past year, 80% of these adults have a condition in disease 

cluster 6 which are mainly conditions of old age. Furthermore 66% of adults with 

multiple long-term conditions who had an emergency admission in the past year have a 

condition in disease cluster 8 (immune incl. arthritis). 

In addition, in the under 65s, two thirds of adults with multiple long-term conditions who 

have had an emergency admission in the past year, have conditions in disease cluster 1 

(mental health and substance misuse). 

                                            
c
 Note: GP contacts do not equate to appointments (they are an overestimate as include administrative 

changes to records 
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Figure 18: Total emergency admission costs in past year by number of LTCs 
(aged under 65), Brighton & Hove, March 2017 

Figure 19: 65+ 

 
Source: GP patient data (Sollis) 
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Table 7: Total costs and number of admissions comparing adults with single 
conditions to adults with MLTCs, Brighton & Hove, March 2017 

 Elective 
admissions 

Emergency 
admissions 

Outpatients A&E 

Total cost for 
adults with 
single 
conditions 

£7,598,523 
 

£3,179,959 
 

£5,895,596 
 

£1,552,523 
 

Number of 
admissions for 
adults with 
single 
conditions 

7,135 2,208 80,480 13,995 

Cost per 
admission 
(single 
conditions) 

£1,065 £1,440 £73 £111 

Total cost for 
adults with 
MLTCs 

£25,479,145 
 

£23,901,913 
 

£14,529,940 
 

£4,022,752 
 

Number of 
admissions for 
adults with 
MLTCs 

19,729 11,850 188,261 31,303 

Cost per 
admission 
(MLTCs) 

£1,291 £2,017 £77 £129 

 Source: GP patient level data (Sollis) 

4.9.2 Costs by specific condition  

Adults with hypertension (60%), chronic renal failure (29%) and heart conditions (IHD 

34% and AF 32%) make up the greatest contribution to total emergency costs in adults 

with multiple long-term conditions. However peripheral vascular disease, urinary 

incontinence, chronic skin ulcer, gout, chronic renal failure, arthritis (both OA and RA) 

and congestive heart failure all represent the highest increased average cost per 

person in adults with multiple long-term conditions compared to adults with these as 

single conditions.  

In summary, emergency admissions costs show the largest increase in adults with 

multiple long-term conditions compared to adults with single conditions and it is those 

aged 65 or over that make up the majority of emergency admissions. As the number of 

long-term conditions they have increases, the cost begins to escalate exponentially. 

These adults tend to have conditions in disease clusters 6 (blindness/age-related 

macular degeneration, urinary incontinence, heart conditions, chronic renal failure, 

hypertension) and 8 (arthritis, osteoporosis, autoimmune disorders, cancer, COPD, 

hearing loss, hypothyroidism).  

In emergency admissions in those aged under 65, the same conditions tend to be most 

prevalent (disease clusters 6 and 8) and this may be related to earlier onset. These 

younger adults tend to have fewer conditions overall (two or three conditions) with one 
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of these typically being a mental health condition / substance misuse. This is unlike 

adults aged 65 or over, who typically do not have a recorded mental health condition / 

substance misuse. 

 Prescribing  4.10

On average patients with no long-term conditions had 1.3 distinct medications 

prescribed by their GP in the last year, this increases to 3.6 for those with one condition 

to 6.5 distinct medications for those with two long-term conditions and reaches over 20 

distinct medications for those with seven long-term conditions. 

Around three-quarters (73%) in total prescribing costs was attributable to those with 

multiple long-term conditions (22% of adults), with 27% attributable to those with five or 

more conditions (3% of adults). 

Figure 20: Average number of distinct medications in the past year, and average 
pharmacy cost, by number of long-term conditions, Brighton & Hove, March 2017 

 
Source: GP patient level data (Sollis) 

 Frailty and multiple long -term conditions  4.11

Frailty, in the GP patient dataset, is measured using the Electronic Frailty Index (eFI) 

which uses data routinely available in the GP electronic health record to identify and 

grade frailty by severity. It is based on over 2,000 Read codesd. There are 36 ñdeficitsò 

that make up the eFI to give a frailty score for each adult (Figure 21). There is some 

cross-over between the conditions within our multiple long-term conditions definition and 

the eFI deficits. The eFI only applies to adults aged 65 or over to whom frailty is 

considered most relevant. These adults are scored into one of four categories:  

                                            
d
 Read codes are the standard clinical terminology system used in General Practice in the United 

Kingdom. 
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¶ Fit (eFIscore 0 -0.12): People who have no/few LTCs that are usually well 

controlled. This group would mainly be independent in day to day living activities. 

¶ Mild frailty (eFIscore 0.13 ï0.24): People who are slowing up in older age and may 

need help with personal activities of daily living such as finance, shopping, transport. 

¶ Moderate frailty (eFIscore 0.25 ï0.36): People who have difficulties with outdoor 

activities and may have mobility problems or require help with activities such as 

washing and dressing. 

¶ Severe frailty (eFIscore > 0.36): People who are often dependent for personal 

cares and have a range of long-term conditions/multi-morbidity. Some may be 

medically stable but others can be unstable and at risk of dying within 6 -12 months. 

Figure 21: The Electronic Frailty Index (eFI) and its 36 deficits; Brighton & Hove, 
March 2017 

 
Source: NHS England 

Most adults aged 65 or over in Brighton & Hove have some degree of frailty (88%) and 

11% are classed as having moderate or severe frailty (9% moderate and 2% severe) 

(Table 8). Only 2% of adults with moderate or severe frailty do not have multiple long-

term conditions (Figure 22), which is to be expected given that multi-morbidity is part of 

the definition. Effectively, moderate or severe frailty is a subset of having multiple long-

term conditions. 

 

20 disease states 

ωArthritis 

ωCOPD 

ωAtrial fibrillation 

ωCVD 

ωCKD 

ωDiabetes 

ωFoot problems 

ωFragility fracture 

ωHeart failure 

ωHypertension 

ωHypotension 

ωIHD 

ωOsteoporosis 

ωParkinsonism 

ω Peptic ulcer 

ωPVD 

ωRespiratory 
disease 

ωSkin ulcer 

ωThyroid disease 

ωUrinary system 
disease 

 

 

 

 
 

8 symptoms and 
signs 

ωDizziness 

ωFalls 

ωDyspnoea 

ωMemory 

ωPolypharmacy 

ωSleep 
disturbance 

ωUrinary 
incontinence 

ωWeight loss 

 

 

 

 

 

 

 

 

 

 

 

 

 

1 abnormal 
laboratory value 

ωAnaemia and 
haematinic 
deficieny 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

7 disabilities 

ωActivity 
limitation 

ωHousebound 

ωHearing 
impairment 

ωMobility 

ωRequirement 
for care 

ωSocial 
vulnerability 

ωVisual 
impairment 
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Table 8: Frailty in those aged 65+, by age group, Brighton & Hove, March 2017 

Age group Population 

count 

Have some 

degree of 

frailty (a 

non-zero eFI 

score) 

Moderate 

frailty 

Severe 

frailty 

Moderate or 

severe frailty 

65 to 69 11,091 8,918 (80%) 338 (3%) 29 (0%) 367 (3%) 

70 to 74 9,083 7,852 (86%) 486 (5%) 62 (1%) 548 (6%) 

75 to 79 6,506 5,971 (92%) 630 (10%) 88 (1%) 718 (11%) 

80 to 84 5,149 4,911 (95%) 758 (15%) 147 (3%) 905 (18%) 

85 to 89 3,519 3,384 (96%) 718 (20%) 166 (5%) 884 (25%) 

90 to 94 1,745 1,683 (96%) 466 (27%) 132 (8%) 598 (34%) 

95+ 634 569 (90%) 154 (24%) 53 (8%) 207 (33%) 

Total 37,727 33,288 

(88%) 

3,550 (9%) 677 (2%) 4,227 (11%) 

Figure 22: Adults aged 65+ with MLTCs, who also have moderate or severe frailty; 

Brighton & Hove, March 2017 

 
Source: GP patient data (Sollis) 

4.11.1 Frailty in relation to hospital costs 

Whilst only 22% of adults have multiple long-term conditions, they account for 82% of all 

emergency admission costs in the year prior to March 2017 (Figure 23).  
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In adults aged 65 or over, 95% of all emergency admission costs could be attributed to 

the 62% of adults with multiple long-term conditions (Figure 23). Whereas, around a 

third (36%) of all emergency admission costs in the past year in adults aged 65 and 

over can be attributed to the 11% of adults with moderate or severe frailty (Figure 23).  

Figure 23: Total emergency admission costs in past year, Brighton & Hove, March 
2017 
 

   

 

 

 

 

Source: GP patient data (Sollis) 

The patterns were similar for elective admissions and A&E, although the extent is less 

than for emergency admissions (Table 8).  

Adults who are moderately / severely frail had a higher average number of hospital 

outpatient appointments than all adults with MLTCs. Adults with severe frailty had on 

average seven outpatient appointments in the year previous compared to only three or 

four for all adults with multiple long-term conditions (Table 10).  

The difference is less marked for the numbers of emergency admissions, elective 

admissions and A&E. However, adults with severe frailty only account for a small 

number of total outpatients appointments a year compared to adults aged 65 or over 

with multiple long-term conditions (Table 11). Adults aged under 65 with multiple long-

term conditions have a higher number of total A&E attendances compared to adults 

aged 65 and over with multiple long-term conditions.  

 
 
  

82% attributed to adults 

with MLTCs 

 

95% attributed 

to adults with 

MLTCs 

36% attributed 

to adults with 

severe or 

moderate frailty 

Aged 65+ 

Note 62% of adults aged 65+ have MLTCs and 

11% have moderate or severe frailty 

22% of adults have MLTCs 
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Table 9: Hospital costs attributed to adults with MLTCs, and frailty, Brighton & 
Hove, March 2017 

 All adults Aged 65 and over 

 with MLTCs with MLTCs with moderate 
frailty 

with severe frailty 

Emergency 
admissions 

82%  
(of emergency 

admission costs 
attributed to 
adults with 

MLTCs) 

95%  
(of emergency 

admission costs 
in age 65+ 

attributed to 
adults with 

MLTCs) 

26%  
(of emergency 

admission costs 
in age 65+ 

attributed to 
adults with 

moderate frailty) 

10%  
(of emergency 

admission costs in age 
65+ attributed to adults 

with severe frailty) 

Elective 
admissions 

66% 87% 15% 3% 

Outpatients 56% 82% 13% 3% 

A&E 54% 88% 22% 7% 

Source: GP patient data (Sollis) 

Table 10: Average hospital activity for various groups of patients, Brighton & 
Hove, March 2017 

 Emergency 
admissions 

Elective 
admissions 

Outpatients A&E 

All adults 0.1 0.1 1.5 0.3 

Adults with 
MLTCs aged 
under 65 

0.2 0.3 3.1 0.6 

Adults with 
MLTCs aged 
65 and over 

0.3 0.4 4.3 0.6 

Adults with 
moderate frailty 

0.5 0.5 5.6 0.9 

Adults with 
severe frailty 

1.0 0.6 7.2 1.6 

Source: GP patient data (Sollis) 

Table 11: Total hospital activity for various groups of patients; Brighton & Hove, 
March 2017 

 Emergency 
admissions 

Elective 
admissions 

Outpatients A&E 

All adults 15,669 32,644 352,686 63,700 

Adults with 
MLTCs aged 
under 65 4,999 9,291 86,529 17,273 

Adults with 
MLTCs aged 
65 and over 6,851 10,438 101,732 14,030 

Adults with 
moderate frailty 

1,867 1,767 19,811 3,324 

Adults with 
severe frailty 

659 377 4,859 1,070 

Source: GP patient data (Sollis) 
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In summary, in adults aged 65 or over emergency hospital costs, in particular, are 

driven by adults with multiple conditions. Adults with moderate and severe frailty explain 

up to a third of all hospital costs in those aged 65 or over, but focusing only on this 

group will have less impact than on those with multiple long-term conditions. 

The average cost of emergency admissions per person increases more in relation to the 

number of conditions a patient has than due to frailty (Table 12). Adults who are 

moderately or severely frail, but have lower numbers of long-term conditions (0.6% of 

adults) have emergency admissions costs of £0.5million in the last year, but those who 

are not moderately or severely frail, but have five or more long-term conditions (2.3% of 

adults) have emergency admissions costs of £8million per year (Table 13). It is this 

group which requires more intensive support and proactive management.  

Table 12: Emergency admission costs in the past year by frailty and number of 
long-term conditions, Brighton & Hove, March 2017 

  Number of long-term conditions 

  0 1 2-4 5-7 8+ 

Fit / null 
(includes 
all adults 
under 65 
years) 

No. 126,710 54,419 35,409 2,192 184 

% of pop 54.3% 23.3% 15.2% 0.9% 0.1% 

Ave cost £17 £57 £223 £1,348 £4,699 

TOTAL 
COST 

£2.1m £3.1m £7.9m £3.0m £0.9m 

Mild No. 108 732 6,557 2,627 251 

% of pop 0.1% 0.3% 2.8% 1.1% 0.1% 

Ave cost £58 £74 £323 £1,253 £3,706 

TOTAL 
COST 

£0.01m £0.05m £2.1m £3.3m £0.9m 

Moderate No. 8 59 1,258 1,722 503 

% of pop 0.0% 0.0% 0.5% 0.7% 0.2% 

Ave cost £0 £144 £397 £1,204 £3,359 

TOTAL 
COST 

- £0.01m £0.5m £2.1m £1.7m 

Severe No. 0 1 71 305 300 

% of pop - - 0.0% 0.1% 0.1% 

Ave cost - - £280 £1,061 £4,168 

TOTAL 
COST 

- - £0.02m £0.3m £1.3m 

Source: GP patient data (Sollis) 
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Table 13: Emergency admission costs in the past year by frailty and number of 
long-term conditions summary table, Brighton & Hove, March 2017 

 
Source: GP patient data (Sollis) 

Figure 24: Venn diagram of the number of people with 5+ LTCs, moderate/severe 

frailty, high risk of high total cost of admission and high risk of emergency 

admission in the next year with the overlaps, Brighton & Hove, March 2017  

 
Source: GP patient data (Sollis) 

If you only focus on moderate or severe frailty, you miss out on 62% of patients who are 

most at risk of having high total costs or most at risk of an emergency admission in the 
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next year and 87% of those patients you do intervene with are not people who are most 

at risk of high cost or emergency admission (Figure 24). 

We also looked at the number of GP contacts by frailty and number of long-term 

conditions. It should be noted that GP contacts do not equate to appointments. They are 

an overestimate as include administrative changes to records, however are likely to 

reflect higher GP practice activity for patients with MLTCs. However they are still useful 

to indicate higher resource use in GP practices. 

Those patients who have higher number of MLTCs and are identified as moderately or 

severely frail according to the eFI only make up 1.2% of patients but have 20% of all GP 

contacts. Adults who are moderately or severely frail, but have lower numbers of long-

term conditions (0.6% of adults) make up 8% of GP contacts and those who are not 

identified as being moderately or severely frail, but have five or more long-term 

conditions (2.3% of adults) make up 12% of GP contacts (Table 14). It is this group who 

are having many more emergency admissions and so requires more intensive support 

and proactive management from primary, community and social care. 

Table 14: GP contacts* in the past year by frailty and number of long-term 
conditions summary table, Brighton & Hove, March 2017 

 
Source: GP patient data (Sollis) 

* GP contacts do not equate to appointments. They are an overestimate as include 

administrative changes to records, however are likely to reflect higher GP practice 

activity for patients with MLTCs  

 Adult Social Care  4.12

Without integrated data systems, we have been unable to look at peopleôs pathways 

through health and social care within this needs assessment. Here we provide an 

overview of the long-term conditions of adults in receipt of care from Adult Social Care. 
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Over 1,000 people in the city live in Council funded residential and nursing care, 

representing 67% of overall Community Care budget spend (additionally some care is 

organised by the council but is fully paid by the individual). Rates of admission to long-

term care in Brighton & Hove are increasing and currently much higher than England. 

Table 15: Admission for long-term care for adults aged 65+, per 100,000 people, 
Brighton & Hove and England, 2014/15 to 2016/17 

Year Brighton & Hove England 

2014/15 835.1 658.5 

2015/16 835.2 628.2 

2016/17 841.2 610.7 

Source: NHS Digital Analytical Hub 

As of the financial year 2017/18, there were 4,288 clients in receipt of care, this covers 

residential care, nursing care and community care (that is home based care or direct 

payment to the client to purchase care in the community). Of these, 2,658 adults (62%) 

are recorded as having multiple long-term conditions.  

4.12.1 Defining multiple long-term conditions in the social care data 

The recorded health conditions are not identified in the same way as the 41 long-term 

conditions in the GP data. Conditions in the GP data are based on Read codese, 

whereas health conditions in adult social care data are based on disclosure to the social 

worker and are recorded using a defined list from the NHS Digital Equalities and 

Classifications framework (see list in Appendix). Scial workers do not have direct 

access to GP patient records. 

The information on health conditions is completed by social workers as part of the client 

care pathway and is only as reliable as what has been recorded. In practice, this may 

mean that only conditions relevant to social care are recorded. Some conditions such as 

asthma may be under-recorded, but others such as arthritis which directly impact on 

social care needs are more likely to be well recorded. There are various caveats around 

the data; however it is still possible to draw broad conclusions. It is reassuring to note 

that there were similar findings to the GP patient data.  

Social Care data shows that around a third of adults aged 18 years or over who are in 

receipt of care have only one recorded health condition (31%), with 62% having two or 

more recorded health conditions. 

4.12.2 Demographics of adults with MLTCs in receipt of care 

The likelihood of having multiple long-term conditions increases with age. The steepest 

rise with age appears to be in having two or more conditions (Figure 25). At age 18-19, 

under a third of adults in receipt of care have multiple long-term conditions, compared to 

around half of 40-49 year olds to around 60-70% of adults aged 70 or over. At age 70 

years or over, the rates of females with multiple long-term conditions in receipt of care 

are greater than males.  

                                            
e
 Read codes are the standard clinical terminology system used in General Practice in the United 

Kingdom. 
































































































































































