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ABSTRACT

Objectives To investigate individual, practice and area
level variation in patient-reported unmet need among
those with long-term conditions, in the context of general
practice (GP) appointments and support from community-
based services in England.

Design Cross-sectional study using data from 199 150
survey responses.

Setting Primary care and community-based services.
Participants Respondents to the 2018 English General
Practice Patient Survey with at least one long-term
condition.

Primary and secondary outcome measures The
primary outcomes were the levels of unmet need in GP
and local services among patients with multiple long-term
conditions. Secondary outcomes were the proportion of
variation explained by practice and area-level factors.
Results There was no relationship between needs
being fully met in patients’ last practice appointment and
number of long-term conditions once sociodemographic
characteristics and health status were taken into account
(5+conditions—0R=1.04, 95% Cl 0.99 to 1.09), but there
was a relationship for having enough support from local
services to manage conditions (5+conditions—0R=0.84,
95% Cl 0.80 to 0.88). Patients with multimorbidity that
were younger, non-white or frail were less likely to have
their needs fully met, both in GP and from local services.
Differences between practices and local authorities
explained minimal variation in unmet need.

Conclusions Levels of unmet need are high, particularly
for support from community services to manage multiple
conditions. Patients who could be targeted for support
include people who feel socially isolated, and those who
have difficulties with their day-to-day living. Younger
patients and certain ethnic groups with multimorbidity
are also more likely to have unmet needs. Increased
personalisation and coordination of care among these
groups may help in addressing their needs.

INTRODUCTION

Over a quarter of adults in England are esti-
mated to have two or more long-term condi-
tions,1 referred to as multimorbidity, and
this is expected to double between 2015 and
2035.% People with long-term conditions use
more health services, accounting for 70%
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Strengths and limitations of this study

» Novel analysis of unmet need using primary care
data.

» Analysis uses a large national survey with over 750
000 respondents and over 225 000 people with mul-
tiple long-term conditions.

» This survey is designed to be nationally represen-
tative, but it is not designed to be representative of
multimorbidity.

» The number of long-term conditions is self-reported
and not cross-checked against patients’ clinical
records.

» Understanding of what ‘local services’ refer to varies
widely among patients, which could compromise the
question’s validity.

of the total health and social care spend in
England.” Prevalence is strongly associated
with deprivation: people in deprived areas
experience multiple long-term conditions
10-15 years earlier than in the least deprived
areas.*

Despite high levels of resource use, quali-
tative research has documented evidence of
unmet need among people with long-term
conditions,5 describing the lack of personal,
social and material resources for multi-
morbid patients to manage their illnesses,
with many patients living isolated lives with
little to no support from family, employment
or the community—indicating higher levels
of unmet need.” From the perspective of
resource allocation, unmet need has been
defined as ‘systematic underutilisation of
healthcare resources by particular groups,
relative to their level of need’.” A wider
definition is ‘expressed demand that is sub-
optimally met’,* encompassing receiving poor
quality, inadequate or inappropriate care.

Living with long-term conditions has a
profound impact on individuals’ lives,” and
is associated with reduced quality of life” and
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increased mortality.'’ Patients with multiple conditions
experience a significant treatment burden,ll and their
personal goals for improved care may not align with
clinical objectives. Patients’ experience of primary care
declines with the number of long-term conditions they
have."

Primary care services report difficulties in meeting
the needs of patients, particularly in deprived areas."
Despite the impact of multimorbidity on individuals and
the National Health Service (NHS), general practice
(GP) largely operates on a single-disease model."* This
may not be appropriate for people with several long-term
conditions, for whom meeting disease-specific goals may
compromise other aspects of health and well-being."
However, it is difficult for GP to deliver more holistic care
for people with multiple long-term conditions due to
systemic barriers such as short appointment slots, inade-
quate clinical guidelines, disorganisation and fragmenta-
tion of care and barriers to patient-centred care.'®

There is no national policy for systematically addressing
multimorbidity, although service models to identify
people with more complex needs, provide targeted
care, and develop broader community support are
being promoted.'”'® However, there is limited evidence
of effectiveness of care coordination or proactive case
management,19 or for social prescribing, linking patients
in primary care to community support, to address social
isolation.”*** Furthermore, a large scale randomised
controlled study of a best practice approach to care
for people with long-term conditions did not find an
improvement in quality of life, although the service was
valued by patients.”

To date, no studies using data from a national patient
survey have directly examined unmet need among people
with multimorbidity, or sought to investigate the relation-
ship between number of long-term conditions and levels
of unmet need in the context of primary care and local
services in England. In this paper, we use analysis of the
2018 General Practice Patient Survey (GPPS)?* to investi-
gate individual, practice and area level variation in patient-
reported unmet need, in the context of GP appointments
and support from community-based services in England.
We address three research questions:

1. What is the relationship between number of long-term
conditions and patient-reported unmet need?

2. Among people with multiple long-term conditions,
which sociodemographic and health characteristics
are associated with unmet need?

3. To what extent do differences between practices or lo-
cal authorities explain variation in unmet need?

RESEARCH DESIGN AND METHODS

About the GPPS

The GPPS is a national survey which provides information
about patients’ experiences of primary care in England.
It was significantly revised in 2018 to include a number
of new questions and to extend the age range down to

16. In 2018, 2.2 million questionnaires were sent by post
to patients who had been registered with their practice
for at least 6 months with a response rate of 34.1%.% The
data include weights which can be used to account for
non-response bias and unequal selection probabilities.
Non-response weights use a model-based approach to
estimate the probability of responding based on sociode-
mographic characteristics of the patient and the neigh-
bourhood in which they live.”

Measures of patient needs being met

We used responses to two questions on patients’ views of

unmet need:

1. Q30 (all patients): Thinking about the reason for your last
general practice appointment, were your needs met?

2. Q38 (patients with at least one long-term condition): In the
last 12 months, have you had enough support from local ser-
vices or organisations to help you manage your condition (or
conditions)?

We created a binary outcome variable for each question
with the response ‘Yes, definitely’ interpreted as needs
fully met in last appointment or feeling fully supported
by local services. Responses Yes, to some extent’ and
‘No, not at all’ were interpreted as needs not fully met or
not feeling fully supported. Patients who stated that they
‘Don’t know/can’t say’ to either question were excluded
from the analysis. The response to question 38 ‘I haven’t
needed support’ was also excluded.

Demographic and health characteristics

Patients were asked to report whether they had at least
one of 16 categories of long-term conditions. This was
used to create the long-term condition count used in the
analysis with patients with five or more long-term condi-
tions combined. Age was measured using eight bands
from 16 to 24 to 85+ years. The ethnicity categories reflect
those in the 2011 Census from the Office of National
Statistics. The Index of Multiple Deprivation (2015) was
used as a patient-level characteristic, based on patients’
lower layer super output area of residence. These areas
were ranked from 1 (most deprived area) to 32 844 (least
deprived area) and grouped into quintiles of decreasing
levels of deprivation.

We looked at the complexity of patients’ needs by
including measures of frailty. The question asks patients
whether they have experienced any of the following in
the last 12 months: problems with physical mobility; two
or more falls requiring medical attention; and feeling
isolated from others. We additionally considered whether
patients’ ability to carry out activities of daily living might
relate to feeling their needs were met.

Practice characteristics

We created a practice level categorical variable for size
of practice, ranked 1-7 to cover the following numbers
of registered patients: 1-1999; 2000-3999; 4000-5999;
6000-7999; 8000-9999; 10 000-14 999 and 15 000 or

more.
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Table 1 Needs fully met among patients with single and multiple long-term conditions
Three Four Five or more

Single long- Two long-term long-term long-term long-term

term condition conditions conditions conditions conditions Total

(n=90 364) (n=54 047) (n=30 162) (n=14 561) (n=10016) (n=199 150)
Needs fully metin last GP 61 659 (64.0) 36 661 (64.4) 20074 (63.4) 9455 (63.0) 6281 (60.8) 134 130 (63.8)
appointment n (%)
Feeling fully supported by 48 725 (48.4) 26 615 (44.5) 13120 (39.4) 5606 (35.9) 3347 (31.2) 97 413 (44.8)

local services n (%)

GP, general practice.

Analyses

We ran three series of models for the analysis. Two
sets of models included patients with at least one long-
term condition who had a valid response to question
30 and a valid response to question 38. The first series
looked at whether patients’ needs were met in their last
GP appointment. For the second group of models, we
looked at how supported by local services patients feel
in managing their conditions. The third group used
a smaller sample limited to patients with two or more
conditions to assess the likelihood of needs being fully
met across different patient characteristics.

We looked at the unadjusted relationships between the
outcome questions and sociodemographic factors, health
status and practice size with multilevel logistic regression
models including a random effect for practice. We also
produced multilevel logistic regression models adjusting for
sociodemographics, health status and practice size to analyse
the relationship between number of long-term conditions
and unmet need. For the question regarding support from
local services, we added local authority as another random
effect to the model to create a third level.

We used the intraclass correlation coefficients to deter-
mine whether area-level variation remained after controlling
for all other patient characteristics. We also compared the
coefficient from our final mixed effects models to fixed
effects models excluding the random effect for practice or
local authority to establish how much of the variation was
due to certain groups being concentrated in particular prac-
tices or areas.

For each characteristic, we subtracted the within-practice
odds from the overall odds to calculate the between-practice
effects. These estimates reflected differences in unmet
need that were attributable to between-practice effects. For
instance, if patients with five or more long-term conditions
reported higher odds of needs met compared with those
with a single condition, within practices rather than overall,
then this shows that the multimorbid group is registered
with practices that have (on average) lower levels of fully
met need.

All logistic regression results were presented as ORs
with 95% CIs and significance measured at the 5% level.
Analyses were conducted with SAS V.9.4.

Sensitivity analyses

We compared the main results for models testing whether
patients’ needs were met in their last appointment by
extending the size of the sample to include those who
did not report having any long-term conditions. We ran
a model adjusting for sociodemographic and practice
characteristics.

Patient and public involvement statement

Patients were not involved in the development or design
of the research. Preliminary results from this study were
shared with the Taskforce on Multiple Conditions—a
cross-sector partnership between the Richmond Group
for Charities, The Royal College of GPs and Guy’s and St
Thomas’ Charity.

RESULTS

From the 758 165 returned questionnaires, 709 742
responded to the needs met in last appointment question
and 423 164 responded to the feeling supported by local
services outcome. After excluding those with missing or
invalid responses to these outcomes or other sociodemo-
graphic and health status variables, we had a sample of 199
150 responses. These patients were also from practices with
at least 30 survey responses. Further details on these exclu-
sions can be found in online supplemental appendix 1.

Of the sample of 199 150 patients, 63.8% felt that
their needs were met in their last appointment and
44.8% felt that they were fully supported by local services
(see table 1). These proportions were higher for both
measures for those with a single condition (64.0% and
48.4%, respectively) and lower for patients with five or
more conditions (60.8% and 31.2%, respectively).

We also looked at the distribution of patient and health
characteristics by varying numbers of long-term condi-
tions (table 2). Patients with increasing levels of multi-
morbidity were older, reported more complex health
needs (higher proportions reporting issues with frailty
and difficulties activities of with daily living) and had
a lower proportion of people in full-time or parttime
employment (6.8%), compared with those with a single
long-term condition (60.6%). While the proportions
of people with a single condition were similar between
the most and least deprived quintiles, the highest level
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of multimorbidity was more common in those living in
the most deprived areas compared with the least deprived
(31.4% and 12.5%, respectively).

Does the number of conditions a patient has relate to whether
their needs are met in the last appointment, and whether they
feel supported by local services?

Patients with the highest level of multimorbidity (those
with five or more long-term conditions) were least likely
to report that their needs were fully met in their last GP
appointment (OR=0.80, 95% CI 0.76 to 0.83) compared
with those with a single condition. After adjusting for
sociodemographic factors, there was a clearer additive
relationship between multimorbidity and patients’ needs
being met, with those reporting five or more long-term
conditions having the lowest likelihood relative to those
with one long-term condition (OR=0.63, 95% CI 0.60 to
0.66). When additionally adjusting for frailty and activi-
ties of daily living, there was no significant difference in
the likelihood of having needs met between those with
multiple long-term conditions versus patients with a single
long-term condition (OR=1.04, 95% CI 0.99 to 1.09).

An increase in the number of comorbid conditions was
associated with a lower likelihood of feeling supported
by local services. When comparing patients with a single
condition, those with five or more long-term conditions
were the least likely to feel supported (OR=0.45, 95%
CI 0.43 to 0.47). After adjusting for sociodemographic
factors, patients with the highest level of multimorbidity
were least likely to report feeling supported by local
services, compared with those with a single long-term
condition (OR=0.35, 95% CI 0.33 to 0.36). The relation-
ship with increasing number of long-term conditions and
lower likelihood of feeling supported held after adjust-
ment for frailty and activities of daily living (OR=0.84,
95% CI 0.80 to 0.88) (see figure 1 and online supple-
mental appendix 2-3 for full results).

Is there is an effect related to the patients’ practice or local
authority, and if so, what is the size of this effect?

After controlling for sociodemographic and health charac-
teristics, we explored area-level effects using the intraclass
correlation coefficients. We found variation at the practice
level accounted for a statistically significant portion of the
variation in patientreported unmet need, though the size
of this effect was small (2.7%). The same was also true in
explaining variation relating to how supported patients felt
by local services in managing their condition(s), with local
authority and practice level areas accounting for 0.6% and
1.3% of the variation, respectively.

There was still a difference by number of long-term
conditions in the odds of feeling supported by local
services after adjustment, so we looked to see if patients
with five or more conditions felt less supported because
they were more likely to attend practices in local authori-
ties with overall lower odds of patients feeling supported.
However, this accounted for just 2.7% of the overall
mean difference between patients with no and high
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(1) Needs met in most recent GP appointment (ref=1 LTC, n=199,150)
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A None B Sociodemographics C ADL, frailty &
sociodemographics
(2) Feeling fully supported by local services (ref=1 LTC, n=199,150)
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Adjusted for:
Relationship between number of long-term conditionsand whether patients’ needs were met in either general

Figure 1

B Sociodemographics

C ADL, frailty &
sociodemographics

practice (1) or through local services. (2) Models were unadjusted (A); adjusted for sociodemographic factors (B); and further
adjusted for frailty and activities of daily living (C). GP, general practice. LTC, long-term condition. ADL, activities of daily living.

multimorbidity. The full results are presented in online
supplemental appendix 4-6.

Which sociodemographic and health characteristics in those
with multiple long-term conditions are associated with
differences in unmet need?
Of our sample of 199 150 patients, 108 786 reported having
two or more long-term conditions. When controlling for
sociodemographic and health characteristics, patients
who experienced aspects of frailty were less likely to report
that their needs were fully met in their last appointment
compared with their non-rail counterparts; the largest
effect was for patients experiencing isolation (OR=0.51,
95% CI 0.49 to 0.53). Those who had difficulty in carrying
out activities of daily living were also less likely to have
their needs fully met in their last appointment compared
with those who expressed no difficulties (OR=0.53, 95% CI
0.51 to 0.56). This was also the case for support from local
services, where those who expressed a lot of difficulties were
less likely to feel supported (OR=0.26, 95% CI 0.24 to 0.28).
There were large differences in unmet need by
ethnicity, with Asian patients least likely to report their
needs being met in their last appointment compared
with white patients (OR=0.59, 95% CI 0.55 to 0.64). This
was also the case when looking at the likelihood of Asian
patients feeling supported by local services (OR=0.52,
95% CI 0.46 to 0.59).

There were also differences in unmet need by age.
Those aged 85 and above were more likely to report their
needs being fully met in their last appointment (OR=1.35,
95% CI 1.27 to 1.44) and by local services (OR=1.65, 95%
CI 1.51 to 1.81) compared with adults aged 45-54. The
youngest age group (16-24 year old) were least likely
to report having their needs fully met in GP (OR=0.66,
95% CI 0.59 to 0.74) and felt the least supported by local
services (OR=0.58, 95% CI 0.45 to 0.75). The full results
are presented in table 3.

Sensitivity analyses

Including patients with no long-term conditions increased
the size of the sample to 657 169. Those with five or more
conditions were least likely to feel that their needs were fully
met in their last appointment compared with those with a
single condition which was consistent with our main find-
ings (OR=0.65, 95% CI 0.62 to 0.67). Those with no long-
term conditions were most likely to report their needs being
fully met (OR=1.10,95% CI 1.08 to 1.11).

DISCUSSION

Main findings

Over a third of patients do not feel that their needs
were fully met in last GP practice appointment and
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Needs met in last GP Feeling fully supported by
Variable Category appointment local services Frequency n

Activities of daily living No, not at all Ref Ref 26 243

Activities of daily living Yes, a little 0.56* (0.54, 0.58) 0.36* (0.34, 0.38) 46 707

Frailty (isolation) Yes 0.51* (0.49, 0.53) 0.42* (0.40, 0.45) 13 248

Frailty (mobility) Yes 0.85* (0.83, 0.88) 0.76* (0.73, 0.80) 41855

Frailty (falls) Yes 0.85* (0.81, 0.90) 1.02 (0.95, 1.09) 7089

Age band 16-24 0.66* (0.59, 0.74) 0.58* (0.45, 0.75) 1470

Age band 35-44 0.90* (0.84, 0.97) 0.92 (0.81, 1.05) 4872

Age band 65-74 1.177(1.11, 1.22) 1.43* (1.383, 1.55) 32 702

Age band 85 or over 1.35% (1.27, 1.44) 1.65% (1.51, 1.81) 8549

Ethnicity Asian 0.59* (0.55, 0.64) 0.52* (0.46, 0.59) 3267

Ethnicity Mixed 0.88 (0.75, 1.04) 1.05 (0.81, 1.36) 638

Deprivation quintile 5 (Least deprived) Ref Ref 19 201

Deprivation quintile 2 0.95* (0.91, 0.99) 0.92* (0.87, 0.98) 21209

Deprivation quintile 4 1.01 (0.97, 1.06) 1.01 (0.95, 1.08) 22210

Employment status Not in employment 1.36* (1.31, 1.41) 1.14* (1.07, 1.21) 82 709

Gender Female 0.97* (0.94, 0.99) 0.86* (0.83, 0.89) 56 156

Practice size 2 0.95 (0.87, 1.02) 0.92 (0.84, 1.01) 23 955

Practice size 4 0.85* (0.78, 0.92) 0.78* (0.71, 0.86) 20 941

Practice size 6 0.78* (0.72, 0.85) 0.74* (0.67, 0.82) 14 102

GP, general practice.

approximately one in two patients with long-term health ~ dose-response effect that persists even when controlling
conditions do not feel supported by local services. for sociodemographic characteristics, and is stronger

Unmet need is higher among people with a greater = for unmet need relating to local services compared with
number of long-term health conditions. We observed a ~ unmet need within GP appointments.

~
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Patients’ health status accounted for a large part of
the variation in whether patients felt their needs were
met. Accounting for complexity in the model removed
differences in needs met in the last appointment based
on number of conditions, and reduced the differences by
number of conditions for local services.

Our analysis identified groups of patients with multi-
morbidity more likely to have unmet needs, for whom
targeted interventions could be prioritised: most non-
White patient groups, those who are frail and patients
reporting difficulties carrying out activities of daily living.
We also found that those younger than 45 years old were
more likely to have unmet needs. Differences in ethnicity
and age reported in our study supports previous research,
which found less positive primary care experiences for
patients in these groups.*

We found that variation between either GP prac-
tices or local authorities accounts for minimal variation
in whether patients’ needs are met, either in the last
appointment or from local services. Unmet need varied
by practice size in all models; with patients from larger
practices less likely to report having their needs fully met.

Comparison with previous studies
No previous studies have examined unmet need using the
GPPS, though previous research has found that patients’
experience of primary care declines with an increasing
number of conditions.'” That being said, previous anal-
ysis of the Canadian Community Health Survey has high-
lighted the association between long-term conditions
and unmet need, with the likelihood of reporting unmet
need increasing as the number of long-term conditions
increases.”” A further example of international liter-
ature into unmet need found that American patients
with significant chronic illness burden were less likely to
report that they got what they needed from their primary
care professional.*®

Strengths of our research include a large sample size
and using data from a national survey comprising long-
standing validated questions, which have been subject to
cognitive testing. A further strength is that this was a novel
analysis of primary care data on unmet need, and adds to
a landscape of literature on what is already known.

Although the overall sample size was large, one limita-
tion of our study is that numbers of patients being anal-
ysed within certain subgroups were quite small. The
overall response rate was 34%, so some patient groups
may be more represented than others—while the survey
is nationally representative, it is not designed to be repre-
sentative of multimorbidity across the country. Another
limitation is that the number of long-term conditions
was self-reported by patients in the survey which is not
cross-checked against patients’ clinical records. A further
limitation is interpretation of the survey questions by
patients; in particular, the question relating to support
from local services. Feedback from cognitive testing indi-
cates that the understanding of what ‘local services’ refers
to varies widely among patients. It ranges from relatives

working within healthcare, to condition-specific support
groups, to social care—services which are funded through
various means and do not fall under the remit of a single
organisation. This makes it challenging to make direct
recommendations to organisations planning for financial
resource allocation. A further challenge is that availability
of such services varies across the country, and the extent
of this variation is difficult to quantify. We cannot be sure
from our findings whether unmet need is population-
driven (patients not accessing available services) or
service-driven (particular services not being available in
the area). As well as this, there are different ways in which
to measure unmet need, with our study being one such
example.

Implications for policy and clinical practice

Our analyses show a high level of unmet need reported
by patients attending services in the community; this
includes local services and organisations and, to a lesser
extent, appointments in primary care. We found that
patients with multimorbidity are more likely to have
unmet needs than those with a single condition. The
level of unmet need is concerning, particularly given the
primary care policy focus on improving access. Longer
appointment times for patients with complex needs, and
practice workflow that supports relational continuity are
recommended to improve care of people with multimor-
bidity.* However, both are more challenging to deliver
alongside improving access and delivering primary care
at scale.”” Improving equity of access risks increasing
inequalities in quality of care.

A further question raised by the level of unmet need is
the impact on service use in both primary and secondary
care: what do patients do when their needs are not being
met? Further GP and hospital visits may be occurring
due to unmet needs or awareness of support available,
contributing to the higher hospital admission rates of
people with more long-term conditions.”

We found that whether people with long-term condi-
tions feel their needs are met is closely related to
complexity of patient need. This emphasises the need
for person-centred care, a finding which is consistent
with previous studies.”* As the NHS works to deliver more
personalised care for people with complex needs, partic-
ularly in deprived areas, it will be important to track the
impact on patients with multimorbidity. Unmet need
resulting from patients not being aware of what services
are available could be addressed more rapidly through
personalised care programmes.

Our analysis did not find material area effects of indi-
vidual GP practices or local authorities, which we thought
might explain a large part of variation in unmet need.
Rather, we found that individual patient characteristics
and the complexity of their health needs were the domi-
nant factors. In policy terms, this emphasises the impor-
tance of addressing antecedents of multiple long-term
conditions, and ensuring that resource allocation takes
account of the higher needs in deprived populations
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where prevalence of multimorbidity is greatest. The lack
of an area effect is an unexpected finding, which goes
against the grain of some current thinking that higher
levels of need are likely to be associated with reduced
‘community resilience’."” With that said, we suggest that
signposting across local areas could be improved to direct
people to available services between primary care and the
voluntary sector.

Implications for further research

Future research could look further into whether there
are specific long-term conditions, or combinations of
conditions, that are associated with unmet need in GP or
local services. For instance, there may be conditions that
are more prevalent in younger age groups which could
further unpick the age effect in unmet need.

Additional area effects which could be explored are
the ratio of GPs to patients in each practice, rather than
practice size alone. There is also potential to analyse
differences in unmet need when accounting for rurality,
particularly as variation in healthcare delivery between
urban and rural areas may impact the extent to which
primary care and other local services focus on patients
with multimorbidity.

We would recommend taking account of whether
personalisation initiatives have any impact on unmetneed
in people with multimorbidity, and whether such solu-
tions benefit from strong relationships between health-
care providers, the voluntary sector and the community.
Further research looking at variation in unmet need could
also extend to looking at the relationship of continuity
in primary care for improving the experience of patients
with long-term conditions, and whether continuity
contributes to patients’ confidence in self-management.

While models of care are largely based on single
diseases, it is evident that multimorbidity is increasingly
becoming the norm and there is a need for a more gener-
alist approach to complement this. Clinicians, policy
makers and charities are encouraged to take account
of increasing support for those with multiple long-term
conditions, through increased coordination and person-
alisation of care, while maintaining a balance of providing
the same quality of care to all patients. This approach
should be considered for particular groups of patients
who are more likely to experience unmet need, including
those experiencing high levels of isolation and difficulties
in day-to-day living.
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