EDITORIAL

Multimorbidity: A new emerging epidemic
Multimorbidity is defined as the presence of two or more longterm diseases at the same time.[1] Complex multimorbidity is
sometimes defined as four or more long-term diseases. It differs
from comorbidity, in which there is an index condition.[2] The
common multimorbid conditions include coronary heart diseases,
hypertension, heart failure, stroke/transient ischaemic attack, atrial
fibrillation, diabetes, chronic obstructive pulmonary diseases, painful
conditions, depression and dementia.[3] In addition, HIV-associated
multimorbidities in sub-Saharan Africa have been emerging as
a new health epidemic impacting nearly 20 million people,[4,5] as
cardiovascular and renal diseases are found to be more prevalent in
people living with HIV than uninfected patients.[6]
Risk factors for multimorbidity include smoking, alcohol use, lack
of physical activity, low fruit and vegetable intake and increased
body mass index.[2,7] Patients with multimorbidity are found to
be at higher risk of safety issues such as polypharmacy, poor
adherence, adverse drug events, complex treatment regimens,
increasing burden to healthcare services, complex patient needs,
demanding self-management regimens and competing priorities,
and increasing vulnerability to safety issues due to advanced age,
cognitive impairment, limited health literacy and comorbidity of
depression or anxiety.[8]
Currently, these patients often find themselves having to visit
a number of specialists, and may receive different and conflicting
advice regarding their treatment. The multimorbidities affect
different systems of the body, without one dominant condition.
This requires management of all the coexisting conditions as
interlinked, providing an integrated approach in the treatment
of multimorbidity.[1] For example, at primary healthcare level,
people in need of extra support should be identified and provided
with comprehensive medical advice, as well as a referral to a
specialist when necessary. This would require making changes at a
policy level, taking a systems approach, developing guidelines for
prioritising care co-ordination and self-management support and
simplifying treatment regimens.[7]

In South Africa, a concerted approach should be in place to identify
combinations of conditions that co-occur most commonly, and to
develop a policy brief for implementation of a more standardised
plan of treatment for multimorbidities, as well as more flexible
guidelines for treatment and the drugs prescribed under this
new model. This would enable health practitioners to strike a
balance between the treatment guidelines for specific conditions
and the needs of the patient as a whole. This would also raise
awareness among the policy-makers and managers for creating an
enabling environment for management of these patients, including
prevention, and for the protection of their health.
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