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Multimorbidity or multiple long-term conditions: need for bridging the evidence &
care gaps to address an emerging priority public health issue in India

With increased longevity and the rising burden
of chronic non-communicable diseases (NCDs),
multimorbidity or multiple long-term conditions is
emerging as a high-priority public health concern
globally, as well as in low- and middle-income
countries (LMICs) such as India. Not surprisingly,
it has recently been highlighted as a public health
priority by various international organizations such
as the Medical Research Council'?, the World Health
Organization® and the Global Alliance for Chronic
Diseases®. People with multimorbidity are more prone
to declines in physical and mental health, resulting
in disability, decreased quality of life, mortality and
higher healthcare utilization and costs, compared to
those with single morbidity>®. Even though studies
show that multimorbidity predominantly occurs among
older adults across most countries, it has notably
started affecting younger age groups in LMICs, with
the prevalence in LMICs poised to gradually rise to that
observed in high-income countries (HICs)”. Despite
its growing burden, it has got minimal recognition
from healthcare providers and policymakers with
most health systems still focused on individual
disease management rather than having an integrated
care model. Even the treatment guidelines are based
on particular conditions rather than comprehensive
management of multiple conditions. Consequently,
patients with multimorbidity need to visit multiple
healthcare providers frequently, leading to high
treatment costs, poor patient satisfaction and sub-
optimal health outcomes?®. In the current context of the
ongoing COVID-19 pandemic in India, multimorbidity
warrants even more urgent attention, given that those
with comorbidities have a much higher risk of severe
disease, hospitalization and death®.

Multiple long-term conditions or multimorbidity
is defined as the coexistence of two or more chronic

conditions'. It is usually intermixed with comorbidity,
but these two terms are neither synonymous nor
mutually exclusive. Comorbidity is the co-existence
of additional conditions with an index condition (such
as hypertension, diabetes and cancer). In contrast,
multimorbidity is the coexistence of several conditions,
where none are considered an index condition or holds
a priority over others’!?. Therefore, multimorbidity
constitutes a broad patient-centred concept and
recognizes the impact of socio-demographic and
environmental factors on it'. Hence, multimorbidity
management demands more holistic care that integrates
various NCDs and long-term infections, such as HIV,
hepatitis C and other conditions.

The development of context-relevant, sustainable
models of care to manage multimorbidity effectively,
improve treatment outcomes, patient satisfaction
and quality of life are further impeded by a dearth
of adequate information related to the epidemiology,
actiology and associated risk factors for multimorbidity,
as well as limited data on the efficacy of different
interventions to manage it.

Most studies investigating the prevalence and
determinants of multimorbidity are from HICs and
undertaken mainly among those aged >60 years. The
data are insufficient in many parts of the world, while
incidence data are virtually absent in most regions.
Moreover, due to the use of inconsistent definitions
and classifications in available studies, determining
the actual burden of multimorbidity is challenging. For
instance, studies that included more chronic diseases
to define multimorbidity are likely to report higher
prevalence. Data on common multimorbidity clusters
and their impacts on patients’ lives vis-a-vis quality of
life, disability-adjusted life years (DALYSs) lost, years
of life lost, economic and treatment burden are also
limited'. In summary, it can be reasonably inferred
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that there are not enough robust data on the actual
burden, severity, health and economic impacts. In
addition, the healthcare system is still oriented towards
the management of single conditions and provision of
acute care and has not yet been reconfigured to also
address chronic care needs that multimorbidity entails.
Therefore, inadequately prepared health systems result
in the delivery of suboptimal services to patients with
multimorbidity.

Suggested pathways for addressing the evidence
and care gaps in multimorbidity

Epidemiological research to build the evidence base:
Given the rise of NCDs in India'!, there is an urgent
need to build the national evidence base on the actual
burden of multimorbidity. This can potentially be
accomplished by obtaining data through existing
national surveys like the National Family Health Survey
and District Level Health Survey or establishing new
or leveraging existing cohorts to obtain reliable and
robust data on multiple dimensions of multimorbidity,
using a standardized framework, which can help
fill the critical existing evidence gap regarding the
prevalence, incidence, common multimorbidity
clusters, associated risk factors, health (DALY) and
economic impacts (healthcare costs). Using a standard
reporting framework will provide consistent data,
which will lend itself to integrating rigorously collected
data from multiple settings/countries in the future for
comparative analysis and determining the trajectories
and time trends. This can also generate a large dataset
on the burden and determinants of multimorbidity
for facilitating national/regional/global analysis to
inform and advance public health actions to address
multimorbidity more effectively. Longitudinal data
will help identify the causality and the potential role of
various behavioural, socio-demographic and biological
risk factors on different clusters of conditions.
Knowledge of the common multimorbidity clusters will
help initiate early screening for diseases in the common
clusters, leading to timely diagnosis and appropriate
management. Identifying modifiable risk factors for
the different clusters of conditions and knowledge
regarding the common causal factors/pathways for
the diseases can be used to develop preventive and
treatment strategies that can simultaneously address
the diseases in an integrated manner within the health
system. There is also a need for data integration at the
hospital level along with community data to understand
how different clusters of conditions are managed over
time.

Research to address the care gaps: To address the
complex needs of patients with multimorbidity, we
must shift the current paradigm of care from vertical
single disease management to horizontally integrated
models of care. Major scientific reviews'>! in this
area suggest that although none of the models of
care have improved the clinical outcomes, these have
importantly improved patient satisfaction and quality
of life to some extent, which are the most important
outcomes recommended by most widely accepted and
recognized experts and consensus groups in the area
of multimorbidity'*">. Some of the potential challenges
for implementing integrated care models in LMICs
include under-resourced primary care systems, lack
of adequately trained staff and the fragmented health
management and information systems, which impact
the provision of high-quality services with continuity
of care'®. Therefore, there is a need to develop,
implement and evaluate new simple, cost-effective,
scalable and sustainable context-relevant interventions
for the prevention, diagnosis and treatment of
multimorbidity'?. In LMICs like India, which are
facing the double burden of infectious and chronic
diseases, integration of care for delivering services
for multimorbidity will require the capacity building
of all cadres of the health workforce, development
and implementation of contextually relevant care
pathways, based not only on evidence but also on
implementation feasibility and financial sustainability.
The recent national initiatives of Pradhan Mantri
Jan Arogya Yojana and health and wellness clinics,
aimed at implementing primary care reform for health
system transformation and strengthening, provide an
opportune time to develop, implement and evaluate
such care pathways within the health system!'”.

India cannot afford the resource-intensive model
of integrated healthcare delivery prevalent in HICs,
to address multimorbidity, as to implement HIC
models of integrated care, we need a well functioning
and resourced primary health system, well trained
multi-disciplinary healthcare team and high level
of co-ordination among different tiers of the health
system. However, in India, even though the public
primary health care has a three-tier structure, there is
no such structure in the private sector, which provides
most care. It is very heterogeneous and thus it will be
more challenging to implement integrated care models
in the private sector. Thus, there is a need to develop
India-specific models of care to manage multimorbidity,
especially by strengthening the public primary health
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system and empowering as well as enabling patients
for improved self management. Leveraging digital
health solutions, telemedicine and extensive use of
non-physician providers to support patient education
and self-management could complement this effort to
effectively address multimorbidity in India.
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