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Key points
••

A great deal of effort is being put into reducing emergency admissions in England.
While some efforts may have been successful, the number of emergency admissions
has nonetheless grown by 42% over the last twelve years.

••

The impact on acute hospitals is being compounded by the increasingly complex
needs of patients requiring an admission. In 2015/16, one in three emergency patients
admitted for an overnight stay had five or more health conditions, up from one in ten
in 2006/07. Emergency admissions have grown particularly rapidly for older patients,
increasing by 58.9% since 2006/07 for people aged 85 years or older. These trends are
challenging for hospitals to manage, since patients with more conditions spend longer
in hospital once admitted.

••

Hospitals have attempted to manage these pressures by shortening length of stay.
While the number of emergency admissions has grown by 3.2% each year on average,
the total number of bed days for patients admitted as an emergency has grown only
by 0.3% per year. Around a third of all emergency admissions are now zero-day stays,
meaning that the patient does not need to stay overnight.

••

Reductions in length of stay have been particularly dramatic for patients with multiple
health conditions. Patients with five or more conditions who were admitted overnight
spent an average of 10.8 nights in hospital in 2015/16, compared with 15.8 nights in
2006/07. The number of zero-day stays for these patients has increased by 373% over
the same period.

••

While these reductions in length of stay suggest there have may been improvements in
productivity, these trends have not fully offset the impact of overall growth in emergency
admissions: the total number of bed days devoted to patients admitted as an emergency
has increased from 27.1 million days in 2006/07 to 28 million days in 2015/16.
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••

These trends are making it increasingly difficult for hospitals to reliably deliver elective
care. Although the overall balance between emergency and elective bed days has
not changed markedly over the last decade, bed occupancy rates have increased and
are now routinely above 90% in England. With such little spare capacity, hospitals
are struggling to accommodate sudden and unpredictable increases in emergency
admissions, meaning that elective care is cancelled or postponed.

••

For more than a decade, health policy in England has sought to reduce demand for
emergency care by making improvements to other parts of the health care system. The
rationale is that around 14% of all emergency admissions are for conditions that might
be manageable in primary care, and good quality primary care has been linked to fewer
admissions. However, it may not be possible to reduce demand for a large number of
admissions even with effective out-of-hospital care. Contractions in funding for social
care funding also be affecting admissions.

••

It is more important than ever to understand which approaches are effective at
reducing emergency admissions and why. Unfortunately, there are comparatively few
well-evidenced examples of specific interventions achieving sustained reductions
in emergency admissions, in part because the NHS does not always have access to
evaluations of the type needed. As a result, it is often not clear what impact changes are
having, and what are the elements that could be spread.

••

Interventions must be well designed, based on a deep understanding of the underlying
problems with care delivery, and evolve over time in response to learning. This will
only be possible if clinicians and managers have the time, resources and skills to lead
improvement work. Health and social care data sets will also need to be brought
together, to help analysts understand the issues with care delivery and assess the
impact of changes.
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Introduction
This winter has been a story of profound mismatch between illness and NHS resources.
More seriously unwell people needing admission have arrived at the front doors of A&E
departments in England than NHS hospitals have had the staff or beds to cope with.
The results are now familiar: long, undignified and sometimes potentially unsafe waits for
patients in corridors and in the back of ambulances, while other patients are having to cope
with last-minute cancellations of their planned treatments to make room for the influx
of emergencies. A large number of patients have not been discharged from hospitals even
though they are deemed medically fit to leave, meaning they continue to occupy beds.
A great deal of effort is being put into reducing emergency admissions in England.1 The
motivation for this is three-fold. Firstly, hospital care is the most expensive element of
the health service and, in a cost-constrained system, resources must be carefully managed.
Secondly, hospital admissions can expose certain patients (particularly older patients) to
risk of infections. These patients can also rapidly lose the strength needed to maintain an
independent life after leaving hospital. Thirdly, many patients admitted to hospital would
prefer to be treated at home or in a medical facility close to home – or to avoid needing to
seek urgent treatment in the first place.
Efforts to reduce emergency admissions are seen among the 44 Sustainability and
Transformation Partnerships and the 50 new care models vanguards, which are being
assessed on (among other things) reducing emergency bed days per 1,000 population.
Releasing money from the Better Care Fund involves agreeing local plans to reduce
emergency admissions. More generally, assumptions about the future growth of
emergency admissions are seen throughout the central management of the health care
system, including the locally agreed contracts between providers and commissioners
(which specify no more than a 2.3% growth planned for 2018/19).
The efforts to reduce emergency admissions are part of a longer-term ambition to move
away from health care being delivered in acute hospitals to finding alternative ways to
manage patients at home or in the community. Many health systems have this ambition,
with almost all of the 35 Organisation for Economic Co-operation and Development
(OECD) nations seeing reductions in acute hospital beds, enabled by advances in medical
technology and shortening the lengths of hospital stays.2 However, there are concerns over
the capacity of the NHS to respond to high levels of demand, with bed occupancy rates
now routinely above 90%. Meanwhile, the UK already has the third lowest bed numbers
in the European Union, the second highest rate of bed occupancy and shorter than average
lengths of stays.43
A clear understanding of the nature and drivers of demand for emergency admissions
is needed now more than ever. This briefing aims to provide an overview of trends in
emergency admissions over the past decade, and a summary of the best evidence behind
some of the interventions being deployed to stem what might look like to many, an
inexorably rising trend.
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Part one: what are the pressures?
What has been happening to emergency admissions over the 12 years from 2006?
An emergency admission is one where a patient is admitted to hospital urgently and
unexpectedly (ie the admission is unplanned). Emergency admissions often occur via A&E,
but can also occur directly via GPs or consultants in ambulatory clinics.
Over the last 12 years,* the number of emergency admissions in England has increased
by 42%, from 4.25 million in 2006/07† to 6.02 million in 2017/18. This is equivalent
to a growth rate of 3.2% each year on average. The financial implications for the NHS
are considerable. Data on the total costs of emergency admissions are not yet available
for 2017/18, but we know they cost the NHS in England £17.0 billion in 2016/17 – a
growth of £5.5 billion compared with their cost in 2006/07.‡, 3, 4 These are likely to be
underestimates, as they do not include all costs, such as those accrued following hospital
discharge.
The growth in emergency admissions (at 42%) was substantially higher than UK
population growth at 9% over the same period.5 It has also far outstripped increases in the
number of patients arriving at major§ A&E departments, which has grown by only 13%. In
fact, the divergence between emergency admissions and A&E attendances is much greater
than these numbers show, since not all emergency admissions occur through A&E. Once
we remove ‘direct’ admissions (where patients are admitted directly by GPs or consultants
in ambulatory clinics, bypassing A&E), we find that emergency admissions have grown by
48% – almost four times more than the growth in A&E attendances, as shown by Figure 1.

*

Unless indicated otherwise, all data presented in this chapter were obtained from NHS England (www.
england.nhs.uk/statistics/statistical-work-areas/ae-waiting-times-and-activity/ae-attendances-and-emergencyadmissions-2017-18/). In some instances, it was necessary to supplement this with analysis of more detailed
Hospital Episode Statistics data.

†

The statistic for 2006/07 had to be obtained from the Hospital Episode Statistics, since NHS England’s data for
2006/07 do not include the number of direct admissions (ie those not coming through an A&E department).
There are some differences between the Hospital Episode Statistics and the data source used by NHS England,
but these have negligible impact here.

‡

Costs of emergency inpatient care in 2006/07 were adjusted for market prices in 2016/17 using the GDP
deflator. The GDP deflator measures price inflation and is the quotient of nominal GDP and real GDP times 100
(www.gov.uk/government/collections/gdp-deflators-at-market-prices-and-money-gdp).

§

Major A&E departments are those that operate a 24-hour, consultant-led service with full resuscitation facilities
and designated accommodation for A&E patients. All analysis excludes single specialty departments, minor
injury units and others. If these were included, the number of patients attending A&E departments would have
increased by 26% between 2006/07 and 2017/18.
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Figure 1:* Relative change in the number of attendances at and emergency
admissions from major A&E departments from 2006/07 to 2017/18 (index
2006/07=100)
Attendances at major A&E departments
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A much greater proportion of people attending major A&E departments are being
admitted to hospital than before: 29% in 2017/18, which has steadily risen from 22% in
2006/07 (Figure 2). This has occurred despite efforts to divert patients with more minor
problems who arrive at major A&E departments to lower intensity forms of care, for
example by placing GPs within A&E departments.

*

Growth rates are expressed as cumulative percentage changes, with 2006/07 baselined at 100.
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Figure 2: A smaller percentage of A&E patients were sent home without admission
in 2017/18 than 2006/07*

2006/07
13,602,589
patients attend
major A&E
departments

78% of patients (10,625,259) sent home
from A&E without needing admission

22% of patients (2,977,330)
admitted from A&E
1,210,446 patients admitted as an emergency to hospital, bypassing A&E

2017/18
15,379,166
patients attend
major A&E
departments
Source:
xxx

71% of patients (10,977,909) sent home
from A&E without needing admission

29% of patients (4,401,257)
admitted from A&E
1,552,285 patients admitted as an emergency to hospital, bypassing A&E

Why are more patients being admitted to hospital as an emergency?
One possible explanation for these trends is that more patients arriving at A&E now have
more severe or complex needs, and are therefore more likely to require inpatient admission.
Testing this hypothesis is challenging, since NHS data contain comparatively little
information on patients who attend A&E but are not admitted. What we can do, however,
is examine the characteristics of patients who are being admitted as an emergency, which
are available for inpatients from the Hospital Episodes Statistics for the period 2006/07 to
2015/16.
As Figure 3 (on page 8) shows, there has been a particularly sharp rise in the number of
emergency admissions for patients aged 85 years or older (up 58.9%) and in admissions for
patients with multiple health conditions. One in three patients admitted to hospital as an

*

We estimated the number of direct admissions in 2006/07 from the Hospital Episode Statistics. All other
statistics are from NHS England.
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emergency in 2015/16 had five or more health conditions, compared with just one in ten
in 2006/07 (a percentage increase of 271%). In fact, the number of emergency admissions
for patients with just one condition fell over the same period (by 34%).
This analysis of health conditions includes long-term conditions (such as heart failure),
acute conditions (such as acute myocardial infarction), maternity events, and trauma (such
as transport accidents). We have adopted a simple approach to classifying these conditions,
based on applying very broad categories of diseases and symptoms that correspond
to chapters in the International Classification of Diseases (10th revision) to Hospital
Episode Statistics data.* This means that, for example, we have grouped all diseases of
the circulatory system together, so that if a patient has acute myocardial infarction with a
history of hypertension, this counts only once in Figure 3. The approach has the advantage
of being fairly robust to changes in how hospitals record health conditions (for example, if
hospitals are becoming increasingly vigilant in recording hypertension amongst patients
with other heart problems, then this would not affect our results). However, if a patient
had a trauma (such as a road traffic accident) and has broken a limb, this would be recorded
as two separate conditions. While estimates vary depending on which types of conditions
and events are included,† the broad trend in Figure 1 is supported by national surveys of
older patients and primary care data.6, 7
These statistics suggest that the impact of emergency admissions is greater than shown
by the headline figures for the number of admissions – not only are hospital teams dealing
with more emergency admissions than ever before, but they are also caring for patients
with more complex needs. The changes in the characteristics of admitted patients may
reflect broader changes in the population (as there has been a growth in the number of
people living with long-term conditions) and improvements in the quality of hospital
care (since more patients are surviving a hospital stay, but may then be admitted again
at a later date8).The pattern does not seem to support another possible explanation for
rises in emergency admissions that is sometimes mooted, which is that hospitals are
admitting more patients to improve their performance against the four-hour A&E waiting
time target. If this was the case, we would expect to see that patients are more likely to be
admitted today than patients with comparable needs several years ago, but recent research
has found the opposite.9

*

Recorded conditions or events from ICD10 Chapters 1–22.

†

We performed sensitivity analysis where we excluded ICD10 codes recording health events such as trauma
(Chapters 19-22). With this restriction we found that one in four patients admitted to hospital as an emergency
in 2015/16 had five or more health conditions, compared with just one in twenty in 2006/07 (a percentage
increase of 362%).
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Figure 3:* Relative change in the number of emergency admissions per year (index
2006/07=100)
Figure 3a: Emergency admissions by age group
Under 1
1–15

16–30
31–55

56–65
66–74

75–84
85 or older

Under 1
1–15

16–30
31–55

56–65
66–74

75–84
85 or older

160
160
120
100
120
80
100
80
40
40
0

6

/1

15

20

4

5 or more

6

3

/1

15

20

5 or more
5

4

/1

/1

3

/1

2

0

1

/1

/1

/1

9

/0

8

/0

7

/0

14

20

13

20

12

11

20

20

10

20

09

20

08

20

07

20

06

20

Figure 3b: Emergency admissions by number
of health
conditions
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*

Analysis of Hospital Episodes Statistics data. Where patients were transferred from one hospital to another, we
counted only the first admission. Growth rates are expressed as cumulative percentage changes, with 2006/07
baselined at 100.
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How long do patients admitted as an emergency stay in hospital?
Despite the increasing complexity of conditions affecting patients admitted to hospital
as an emergency, they are spending less time in hospital once admitted. There has been a
particularly marked change in zero-day stays – ie where patients are admitted, treated and
discharged on the same day. These made up 32% of emergency admissions in 2016/17,1
compared with 26.5% in 2006/07.* There has been a reduction in longer stays too. Figure
4 shows the trends for patients who stay overnight, and measures length of stay based on
the number of nights these patients spend in hospital. The average number of nights spent
in hospital fell from 8.5 nights in 2006/07 to 7.5 nights in 2015/16 among this group of
patients.
Figure 4 shows that reductions in length of stay have been particularly noticeable for older
patients and those with multiple conditions. Focusing on patients aged 85 or older who
are admitted as an emergency and stay overnight, the average number of nights in hospital
fell from 15.3 nights in 2006/07 to 11.6 nights in 2015/16. Over the same time period,
the average number of nights in hospital for patients with five or more conditions fell from
15.8 nights to 10.8 nights. Both of these groups have also seen substantial increases in the
zero-day stays, with growth rates standing at 178% for those aged 85 or older, and 373%
for patients with five or more conditions.
These reduced lengths of stay are potentially good for patients, since they mean less time
exposed to the stresses and risks associated with being in hospital. These changes have also
helped hospitals manage the increasing number of patients admitted. However, they have
not fully offset the growth in emergency admissions, and overall there has been an increase
in the total number of bed days devoted to patients admitted as an emergency. Calculating
this increase requires some assumptions, since the Hospital Episode Statistics do not
contain the time of admission and discharge, meaning that it is not possible to calculate
the length of stay for patients being admitted and discharged on the same day. However, if
we assume that those patients spend half a day in hospital on average, and add this to the
total number of overnight stays, then we find that the total number of bed days devoted to
patients admitted as an emergency has increased from 27.1 million days in 2006/07 to 28
million days in 2015/06 – an increase of 3.3%. This is equivalent to a growth rate of 0.3%
per year on average.
*

Health Foundation analysis of Hospital Episode Statistics data.
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Figure 4: Average length of stay for patients who are admitted to hospital as an
emergency and stay overnight*
Figure 4a: Average length of stay (in days) by age group
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Figure 4b: Average length of stay (in days) by number of health conditions
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*

Health Foundation analysis of Hospital Episode Statistics data. Where patients were transferred from one
hospital to another, we included the subsequent hospital stay when calculating the number of nights spent in
hospital.
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What are the implications for elective care?
Given the changes in emergency admissions, it’s surprising that the balance between
emergency and elective care has in some ways remained so stable. Figure 5 shows the
proportion of bed days devoted to emergency versus elective admissions for NHS trusts,
with zero-day stays included as 0.5 days in each case. While the number of bed days
devoted to patients admitted as an emergency increased by 3.3% between 2006/07 and
2015/16, the growth in bed days for elective admissions was more than double this, at
7.4%. There has therefore been a slight increase in the proportion of NHS hospital beds
that are taken up by elective care. Not included in the figure is the growth in NHS-funded
elective care provided by private hospitals and treatment centres, which now accounts for
around 6% of all elective admissions for NHS patients.*
It is possible that the balance between elective and emergency care has changed since
2015/16, as pressures on hospitals have become more severe. Still, it seems likely that
the effect of emergency admissions on elective care is not so much about the increased
number of patients, but rather more about the unpredictability of how, when and why
they are admitted to hospital, combined with a reduction in spare capacity to absorb
sudden increases in emergency admissions. As previously noted, the total number of beds
in hospitals in England has been reducing. The precise number is hard to estimate, in part
due to fluctuations in the number of temporary beds, but NHS England puts the number
of general and acute beds at around 102,690 in 2016/17, compared with 126,976 in
2006/07.10 This means that bed occupancy rates have increased significantly, and are now
routinely over 90%, well over the 85% benchmark recommended by the Royal College of
Emergency Medicine. These trends mean that at times of pressure, hospitals increasingly
have to cancel or delay elective procedures, since otherwise beds are not available for
emergency patients.11
Figure 5:† Proportion of total bed days for emergency admissions and elective
admissions
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*

CQC figures for 2016/17 (http://www.cqc.org.uk/sites/default/files/state-care-independent-acute-hospitals.pdf).

†

Health Foundation analysis of Hospital Episode Statistics data. Where patients were transferred from one
hospital to another, we included the length of the subsequent hospital stay.
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Part two: what can be done to address emergency
admissions?
There are, broadly, three options to meeting this additional demand: reducing the number
of emergency admissions, shortening length of stay, or increasing the amount of resources
dedicated to acute care. This chapter summarises the evidence for the first option, since
it has been a central aim of health policy in England for more than a decade to reduce
demand for admitted emergency care by making improvements to other parts of the health
care system. The theory is that some emergency admissions are preventable through
earlier intervention and treatment elsewhere. Though of course, from the perspective of
the patient being admitted to hospital as an emergency, the event does not often seem
‘avoidable’.12
Below, we present our summary of what the published research tells us about the
potential of hospital admission avoidance programmes. It draws on the research that the
Health Foundation has funded and conducted in this area, as well as our knowledge of
the wider literature. Although it is not a systematic review, we have identified the main
issues. We look at several types of intervention in turn, including those related to general
practice, social care and technology, and examine the rationale for each as a means to
reduce emergency admissions, the scope for improvements, specific areas of focus and the
evidence of impact so far.
Does better general practice care help prevent emergency admissions?
General practices offer an alternative place of treatment for minor conditions, and good
quality care in general practice can also prevent the development of more severe health
problems that require hospital admission.
It is notoriously difficult to estimate the number of admissions that could be avoided
through better primary care. One approach that is often used is to measure the number of
emergency admissions that are for ‘ambulatory care sensitive conditions’. These include
long-term conditions such as asthma, where good quality care should prevent flare-ups;
acute conditions such as infections, where timely and effective care stops the condition
deteriorating; and conditions that are preventable by vaccination, such as influenza and
pneumonia.
Our analysis of the Hospital Episode Statistics shows that these instances accounted for
14% of emergency admissions in 2015/16. This suggests there is some scope to reduce
admissions by improving the quality of primary care, though it is probably an overestimate
since some admissions are not preventable even if they are for ambulatory care sensitive
conditions.
Insights are available from research studies that measure specific aspects of the quality
of general practice care and examine whether there is a correlation with emergency
admissions. These insights can help determine where efforts would be best focused.
Many studies have examined the accessibility of general practice, with one finding that
where practices are more likely to offer an appointment to patients in advance, their
patients experience fewer emergency admissions.13 Another study estimated that 26.5%
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of all unplanned A&E attendances in England (5.77 million per year) were preceded by
the attending patient being unable to obtain a general practice appointment that was
convenient to them,14 though comparatively few of these A&E attendances will have
resulted in an admission.
Another strand of the literature has examined the continuity of care that patients receive.
The Health Foundation15 examined data for people aged between 65 and 85 and found
that patients who saw the same GP over time were admitted to hospital less often than
similar individuals who saw the same GP less often. Our findings have since been replicated
using a slightly different method among patients aged 65 years and older.16 Fewer studies
have examined other aspects of general practice care, such as appointment duration or the
quality of the interpersonal relationships that patients report with their GPs.
While these studies have shown a link between the quality of general practice care and
emergency admissions, there are few well-evidenced examples of specific interventions
having an impact in this regard. For example, a study examining the impact of extending
opening hours in general practices in Greater Manchester17 found that patients registered
to general practices with extended access were 26.4% less likely to initiate A&E visits for
minor complaints than patients at other practices, though this equated to only a 3.1%
reduction in A&E visits overall, and information was not available on admission rates.
There were also questions around the sustainability of the extended opening hours within
workforce constraints. One of the main initiatives to improve continuity of care was a
national requirement to introduce named accountable GPs. This intervention did not seem
to meet its objective to improve how often patients saw their usual GP, at least in the first
nine months.18 A longer-term evaluation is needed to assess whether the intervention
became more effective with time, and examine if there were impacts on admission rates.
There has been more research into the use of technology to support changes to the delivery
of primary care. One example is telemonitoring, where patients are asked to monitor
their health on a regular basis (for example, weight or blood pressure) and the data are
transmitted to health care practitioners working remotely to assist with the diagnosis
or ongoing management of health conditions. Findings have been mixed,19 with one of
the largest trials in the area (the Whole System Demonstrator) initially finding reduced
emergency admission rates,20 but later concluding that these were likely the result of a
methodological artefact associated with how the trial was conducted.21 Another large study
found that telehealth increased the number of emergency admissions, possibly because
patients became more concerned about what the data were saying about their health, and in
some cases the situation required admission.22
Technology is increasingly being used to increase the availability of services. One study
examined the impact of an approach whereby all patients wanting to see a general
practitioner were asked to speak to a GP on the phone before being given an appointment
for a face-to-face consultation; this found a considerable reduction (38%) in face-to-face
appointments, but no indications of a reduced use of secondary care.23 An evaluation of
GP at Hand (which allows registered patients to speak to a GP by video via an app) is being
commissioned by NHS Hammersmith & Fulham Clinical Commissioning Group.
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Further research studies are needed to test the impact of changes to general practice care
that aim to improve accessibility or continuity, since there are already indications that
improvements in these areas might lead to reductions in secondary care activity as well
as being good for patients. There is also a need for studies examining other aspects of
the quality of general practice care, including the clinical quality and effectiveness of the
care provided, and their implications for patients and the NHS. There is a need for linked
primary and secondary care data that can follow a patient through the local health system,
since this will help with the design, implementation and evaluation of interventions.
Does improving the availability and quality of social care reduce emergency
admissions?
It is worth considering the connection between social care and emergency admissions.
Once admitted, people with a need for social care often experience long stays in hospital,
which may increase their risk of experiencing an event with an adverse health impact,24
such as an infection. The benefit of avoiding emergency admissions may therefore be
particularly high among people with a need for social care, from the perspective of both
the patient and the NHS. There has been a severe contraction in publicly funded social care
since 2010,25 and this might well have had consequential impacts on the NHS as well as for
the individuals concerned.
A recent study examining data from six areas of England uncovered high rates of emergency
admission among people newly admitted to care homes, with care home residents in
these areas who were aged 65 or over experiencing 0.78 emergency admissions each per
year on average,* compared with around 0.11 for England as a whole. Although we would
expect admission rates to be higher for the care home population (since these individuals
often have high levels of need), there may still be opportunities to make improvements to
care to reduce admission rates for this section of the population. One estimate is that 40%
of admissions from care homes were for conditions that could potentially be managed
outside of the hospital setting or avoided altogether (such as pneumonia or urinary tract
infections).26 People receiving high-intensity social care in the community may have an
even higher likelihood of emergency admission than care home residents.27 There may
also be a high rate of admissions among people who have not been able to access social care
despite a need for it, though data are not available to quantify this.
While these studies suggest that people with social care needs experience relatively high
rates of emergency admissions, it has not been clear where activities should be focused for
the best impact. Most studies have examined ways to support more timely and effective
discharge from hospital, rather than ways to prevent hospital stays. Studies have also
struggled to unpick issues relating to the availability of social care from those related to the
quality of the social care provided.28 Further research is needed to measure different aspects
of the quality of social care and to connect these to emergency hospital admissions. It
would help if health and social care data were linked together routinely and made available
for research and analysis.

*

These areas were Harborough, Blaby, Test Valley, South Cambridgeshire, Chelmsford and Brentwood, and are
unlikely to be representative of England as a whole.
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There are some examples of effective interventions, including two recent studies of the
enhanced support offered to residents living in care homes. One study, conducted by
the Improvement Analytics Unit,26 looked at linking general practices to care homes in
Rushcliffe, Nottinghamshire, and supporting newly-arrived care home residents to change
to the nominated practice. This meant the residents could be reviewed frequently by GPs
and practice nurses, and also fostered closer working relationships between care home
staff and the NHS. The evaluation found that residents receiving enhanced support were
admitted to hospital as an emergency 23% less often than similar residents in similar care
homes in comparable parts of England. A similar picture has emerged from an evaluation
by the Nuffield Trust, which examined a different intervention in care homes and
concluded there had been a 35% reduction in emergency admissions.29 The Improvement
Analytics Unit is conducting further work on admissions from care homes.
In relation to people receiving social care in the community, a major research study was
the Partnerships for Older People Projects, which tested 146 interventions across 29 sites
between 2006 and 2009. The national evaluation of the whole programme concluded that
each £1 invested in the programme reduced expenditure on emergency admissions by
£1.20,30 though it was unclear which of the 146 interventions were most effective. Eight of
the particularly promising interventions were then examined in more detail, yet were not
found to be associated with reduced admissions.31, 32
Does integrated care reduce emergency admissions?
More integrated care has been a priority for the NHS for some time, the rationale being
that patients with complex health care needs often experience fragmentation in care, their
treatment being divided up between many different professionals and organisations. In
turn, this means there are risks to quality and safety from duplication or omissions of care,
as well as poor patient experience. While much of the value of integrated care is related to
the possibility of improving patient experience and other aspects of care quality, the major
initiatives have nearly always had an aim to reduce emergency admissions.
There is a clear rationale for integrated care as a way to improve experience of care, but
what is the scope to reduce hospital admissions? We saw in the previous section of
this briefing that there has been particularly rapid growth in emergency admissions for
patients with complex needs. Yet it is unclear how many of these admissions arose from
the specific care delivery problems that are being targeted by integrated care initiatives,
compared to other problems with care delivery (such as the poor availability of social
care, or difficulties accessing general practices). As a result, the scope of integrated care
to reduce emergency admissions is far from clear. To address this issue, it would help to
establish a way to measure care fragmentation, since it would then be possible to examine
more systematically how emergency admission rates vary according to the extent of the
fragmentation experienced.
Many attempts have been made to make care more integrated, including creating
multidisciplinary teams to provide more holistic care for patients and efforts to replicate
the practices of ward rounds within community settings (‘virtual wards’). Few evaluations
have pointed convincingly to reductions in admissions, and indeed evaluations of
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multidisciplinary teams have often found increases.33 Various explanations have been put
forward, including the possibility that some interventions have been poorly implemented
or evaluated too early.
More research is needed. Care fragmentation should ideally be measured routinely in the
NHS. Evaluations of integrated care initiatives should also routinely examine a greater
range of outcomes than emergency admissions, including health, wellbeing and patient
reported outcomes.
Can changing the urgent and emergency care pathway reduce emergency
admissions?
Emergency hospital admissions are only one aspect of a much broader urgent and
emergency care system, which includes services such as urgent care centres, walk-in
centres and NHS 111. In some instances, these may be able to provide treatment more
effectively than major A&E departments and at lower cost, particularly where patients have
relatively minor complaints. As such, there may be justification for changing the broader
urgent and emergency care pathway. Initiatives that encourage or direct patients to seek
treatment for minor complaints from these other services might reduce pressures on major
A&E departments, though potentially without a direct impact on emergency admissions.
It is challenging to estimate what proportion of patients attending A&E could have received
treatment elsewhere. The previous section showed that the majority (71%) of A&E
attendances do not result in emergency admission, but many of these patients may still
have required treatment from an A&E team. A better approach is to look at how many A&E
attendances were for patients self-referring for minor conditions: one study using data from
Greater Manchester found these comprised a third of all A&E department visits.17
There are several possible areas of focus. Comparatively few studies have examined how
A&E visits and emergency admissions vary according to the availability and quality of
urgent care, but some insights are available in relation to NHS 111. There were concerns
that the introduction of NHS 111 might have increased pressures on A&Es, in part because
the service had been relying on non-clinically trained staff, who might have adopted an
overly cautious approach to managing risk by directing patients to A&E who did not need
to attend. Studies have therefore examined whether increasing clinical input into NHS 111
calls – which is now the current policy – might reduce pressures on emergency care.
One of these studies addressed 1,474 patients in Cambridgeshire who had called NHS
111 and been advised to attend A&E. When GPs subsequently reviewed these patients,
they recommended emergency department attendance for only 27% of cases.34 A more
recent research project by the Health Foundation examined out-of-hours NHS 111 calls
for children and young people in Hammersmith and Fulham, Kensington and Chelsea and
Westminster.35 By linking NHS data sets together, we were able to examine how often
patients visited A&E in the ten hours following the call to NHS 111, rather than just the
advice given. We compared patients who were advised to manage their health needs at
home with patients who were referred by the NHS 111 service to an out-of-hours GP.
After adjusting for differences in the characteristics of the two groups (including their age
and symptoms), we found that GP review was associated with 14% fewer attendances at
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A&E departments. This reduction in A&E visits seemed to be concentrated in the minor
injury units, as there was no discernible impact on visits to major A&Es, or emergency
admissions. The findings suggest that clinical input during NHS 111 might provide
valuable reassurance to callers, but not avert pressures on major A&E departments. Further
studies are needed that examine data from other areas and also for adults.
Relatively few interventions have been evaluated, so it is hard to know which are effective.
However, there are some indications that changes to the urgent and emergency care
pathway are increasing the overall volume of activity in the urgent and emergency care
system. For example, the initial introduction of NHS 111 increased overall activity by 4.7–
12% across pilot sites,36 while an evaluation by the Improvement Analytics Unit found that
the redesign of urgent and emergency care in Northumberland increased the total number
of visits to minor and major A&Es by 13.6%.37 These findings may have arisen because
patients perceived that urgent and emergency care had become a more attractive place to
seek treatment, either because it was more accessible or because care was of a higher quality.
Studies are needed that link data together from multiple sources to examine the pathways
that individuals take through the urgent and emergency care system. These might examine
what proportion of A&E visits were preceded by an attempt to contact other urgent care
services (including NHS 111 and primary care), and why these patients attended A&E
despite alternatives.
What approaches can be applied to reduce readmissions?
Around 400,000 emergency admissions each year are readmissions, meaning that the
patient had been discharged from hospital within the previous 30 days. Readmission
rates have been increasing over time in the NHS, with 6.75% of discharges in 2015/16
being followed by an emergency admission in 30 days, compared with 6.5% in 2006/07.*
However, these increases in readmissions seem to be in line with what would be expected
(given the increasing complexity of the patients who are originally admitted to hospital),38
and a patient being discharged from hospital today does not have a higher likelihood of
being readmitted than a similar patient a decade ago.
Some readmissions are considered preventable, by making improvements to the quality and
safety of the initial hospital stay, transitional care, or post-discharge support.39 Estimates
vary for the scope to reduce readmissions, with studies concluding that anywhere between
5% and 79% of readmissions are potentially preventable, depending on the method used
and the care setting.40 The most effective interventions seem to be multimodal, involving
several components and multiple health care practitioners, and often include an element
to support individuals to manage their own health and care.41 Because of the cost of these
interventions, it may be necessary to target them closely on the individuals most likely to
benefit, for example through the use of predictive risk models.42
*

These figures are for people aged 18 or over and exclude maternity cases and any admission related to cancer
or chemotherapy.
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Can emergency admissions be reduced by making improvements outside of the
health and social care system?
Approaches to reducing emergency admissions need not be restricted to the health and
social care system. Increases in demand may be linked to the informal social support
available to individuals, their socio-economic resources (including employment) and their
general ability to manage their own health and health care. Efforts that strengthen these
other areas might have consequential benefits to the NHS, including reduced demand for
emergency care.
Relatively little is known about this area, but the Health Foundation has started a
programme of analytics that uses person-level data to measure the social and economic
situation of individuals, and the potential consequences for demand for health care as
well as outcomes and the quality of care provided. These projects require linkages to be
made between NHS data sets and with the wider public data. Our first pieces of published
research in this area (expected later in 2018) will examine self-management capability, and
informal social support, with more to follow.

Conclusion
It has been a central aim of health policy in England for more than a decade to reduce
demand for emergency care by making improvements to other parts of the health care
system. There is scope for doing so. For example, research has shown that patients
who are registered at general practices that offer more accessible care experience fewer
emergency admissions, as do patients who tend to see the same GP over time. There is
significant potential for impact in this area, as around 14% of all emergency admissions
are for conditions that are (at least in theory) manageable in primary care. Policies are now
in place to improve access to general practice and reverse the trend of underfunding and
understaffing, but they will take time to bear fruit.
Improving care within social care settings might also have an impact, with care home
residents experiencing high rates of admission. The picture is unknown for patients who
have a need for social care but that is unmet by the current system: the contraction of
publicly funded social care since 2010 has been severe.25 There are signs too that emergency
admissions are influenced by factors outside of the health and social care system, including
the degree of informal social support available to individuals and their general ability to
manage their own health and health care.
The National Audit Office found that a minority of CCGs have reduced their emergency
admissions over the past three years, but noted that it was not clear why. In terms of specific
interventions that have aimed at reducing admissions, despite more than a decade of trying,
there are comparatively few well-evidenced examples that have worked. There are some
examples of success, so hope is not lost, but examples are few and far between.
The question now is why so few interventions have been able to demonstrate avoided or
reduced admissions. Part of the problem is that the NHS does not always have access to
evaluations of the type needed, although initiatives such as the Improvement Analytics
Unit are helping. As a result, it is often not clear what impact changes are having, and what
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elements could be spread. Some interventions may also need to be better designed, and this
is dependent on health care practitioners having the time, skills, knowledge and resources
to shape, test and evaluate the impact of interventions. One priority is to link health and
social care data sets together routinely and make these available to analytical teams, so that
they can work with practitioners to understand the issues with care delivery and conduct
the evaluations.
But what our analysis has shown is that a growing proportion of people who are being
admitted to hospital are older and have many conditions, and it is also likely that caring for
these patients is also increasingly challenging outside hospital. The possibility remains that
even the most responsive and well-coordinated services in primary and community care
will struggle to prevent sudden deterioration that requires a hospital bed. The implications
of this are uncomfortable for a system that has, in many areas, planned for an overall
reduction in acute hospital beds.
This briefing has focused on the emergency admission of patients: there are also efforts
underway to reduce lengths of stay, and offer more support after discharge, which is in line
with what many patients and families want. It is important for policymakers to recognise
that additional resources may have to be channelled to the hospital sector, at the same time
as supporting new interventions outside hospital. The reality of an ageing population is that
both are equally vital.
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