I Editorial

The role of general practice in reducing
unplanned hospital admissions

nplanned or emergency
admissions cost £12.5 billion
annually and account for 67% of
bed days within NHS hospitals
(Department of Health, 2013).
Despite several mechanisms financially
penalising hospitals for high unplanned
admission rates (including the marginal rate,
short-stay and readmission tariffs), they have
increased by 47% over the last 15 years. The
reasons for this are manifold, but include
factors working within the hospital, such as
4-hour emergency department targets and
new working practices (e.g. clinical decision
units), and those outside the hospital, such
as changing demographics and fragmented
out-of-hours care.

GPs play a central role in the unplanned
care pathway. Although only 18% of all
unplanned admissions originate with a GP
referral (down from 29% 10years previously),
they can reduce demand for self-referrals
through high-quality disease management,
providing timely treatment to acutely unwell
patients, and appropriately signposting out-
of-hours services. Evidence of wide practice-
level variation in each of these crucial aspects
of primary care suggests that improvements
may be possible, which could translate to
fewer admissions. This article discusses what
is currently being done within primary
care to reduce unplanned admissions, and
how these efforts might be built on in the
future. It primarily focuses on admissions
for ambulatory care-sensitive conditions
(e.g. asthma, chronic obstructive pulmonary
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disease, diabetes, heart failure), which make
up 20% of all unplanned admissions and are
more likely to be preventable by GPs (Purdy
et al, 2009).

The current state of play

The Quality and Outcomes Framework
was introduced in 2004 and is the largest
pay-for-performance scheme in the world,
costing £1 billion annually. It rewards GPs
for providing high-quality care across 77
indicators which should improve population
health, particularly among those with long-
term conditions, and reduce the need for
unplanned hospital admission. However,
despite several studies, there is little
compelling evidence of lower admission
rates among higher-performing practices
(Huntley et al, 2014).

Recent changes to the Quality and
Outcomes Framework have focused on
reducing unplanned admission rates more
directly. In 2013/14 three indicators were
added to reward practices for reviewing
their unplanned admissions, engaging in
benchmarking and peer-review with local
GPs, and developing new care pathways to
reduce unplanned admissions. In 2014/15
this funding was transferred to an enhanced
service, worth £20400 to an average-
sized practice (£162million nationally),
requiring GPs to case manage the 2% of
patients deemed at highest risk of unplanned
admission by, for example, offering same-day
telephone consultations or coordinating care
after hospital discharge.

Opportunities for reductions

Recent work has demonstrated substantial
differences in ambulatory care-sensitive
condition admission rates between general
practices located in similar areas, even
after adjustment for age, sex, deprivation,
chronic disease prevalence and accident and
emergency department proximity (Busby et al,
2017). Some practices had overall ambulatory
care-sensitive condition admission rates
55% higher than others, with differences in
excess of 150% found for several conditions

including schizophrenia, diabetes and chronic
obstructive pulmonary disease. These large
disparities offer hope that efforts to standardize
and improve primary care could lead to
substantially reduced admissions in some
areas. Such large variations between practices
are not limited to the NHS — an international
systematic review reported that geographical
variations in unplanned ambulatory care-
sensitive condition admission rates were
‘almost ubiquitous’ (Busby et al, 2015).

What do low-admission practices
look like?

Several ecological studies have investigated
the practice
characteristics and unplanned ambulatory

association between
care-sensitive condition admission rates
(Huntley et al, 2014). Improved relational
continuity of primary care, whereby a
patient consults repeatedly with the same
GP and builds a therapeutic relationship, is
consistently associated with lower admissions.
Surprisingly, there is little UK-based evidence
that practices with better appointment
availability have lower admission rates. This
is particularly important as the government
forges ahead with costly initiatives to increase
practice opening times. Early results from
pilot areas suggest that these changes have
led to a moderate decrease in accident and
emergency attendances, but not admissions
(NHS England, 2016). Some clinical
commissioning groups have already deemed
the scheme ineffective and abandoned it
altogether. There is inconsistent evidence
that better quality disease processes (e.g.
using spirometry for asthma diagnosis) can
lead to lower unplanned admission rates,
but some studies have reported reduced
rates among practices with higher patient
satisfaction (Huntley et al, 2014).

How can GPs reduce admissions?

It appears that improved continuity of
primary care could reduce admissions,
although achieving this is difficult because
of an increasing emphasis on improving
access and ongoing GP recruitment issues.
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Improved patient education, use of practice
information systems and practitioner
communication could result in higher
continuity, but studies are yet to explore
the aggregate effect of these interventions
on costs and outcomes. The Quality and
Outcomes Framework offers the most
obvious method to modify GP behaviour,
but there is growing disenchantment with
the programme in England, and it has already
been dismantled in Scotland in favour of its
own scheme based on local ‘quality clusters’
(Roland and Guthrie, 2016).

Efforts to amend the Quality and
Outcomes Framework, and place an
increased emphasis on admission avoidance
interventions within primary care, could
be undermined by a lack of good-quality
evidence on which interventions are effective.
Although it appears that support for self-
management can reduce admissions for
patients with some long-term conditions
(e.g. chronic obstructive pulmonary disease,
heart failure), there is little evidence that
other primary care-led interventions, such
as case-management and medication reviews,
are effective (Purdy et al, 2012). Nevertheless,
many commissioning organizations have
forged ahead with largely non-evidence-based
GP-led admission avoidance interventions.
For example, South Gloucestershire Clinical
Commissioning Group has recently
introduced a practice-based minor injuries
service while Slough Clinical Commissioning
Group has aligned each care home with a

single GP practice (NHS Rightcare, 2016).

The role of hospital doctors

Increased joint working between specialists
and GPs is often cited as a key mechanism
to reduce admissions, but there is limited
information of on the cost-effectiveness
of interventions to achieve this. Hospital
doctors can undoubtedly release GP
resources for extra admission avoidance
activity by addressing variable discharge
and communication quality. Around 4.5%
of GP appointments have been attributed
to this unnecessary hospital demand,
which could be reduced through improved
discharge summaries, direct onward referral
and supplying all necessary medication
upon discharge. Some trusts have used
consultant advice lines, which allow GPs
to seek specialist guidance on the need
for hospital referral, to successfully reduce
hospital activity. Outreach by specialists

into the community can lead to benefits if
it is focussed on disadvantaged populations
and is part of a multifaceted intervention
embedded within primary care. Studies of
multidisciplinary teams have also shown
promising results, particularly for heart
failure and chronic obstructive pulmonary
disease (Damery et al, 2016). There is little
evidence that the use of other integrated care
interventions, including collaborative case
management and specialist disease clinics,
can lead to reduced admissions.

Conclusions

The causes of unplanned hospital admissions
are complex, meaning that substantial
reductions will require action across primary,
secondary, community and social care. The
status quo of financial penalties falling
almost entirely on hospital trusts appears
inequitable; more should be done to balance
incentives across all the organizations that
play an important role on the pathway to
admission. Recently, there have been some
tentative moves towards this. However,
these may prove to be misguided, as there
is little evidence that case management or
improved primary care access can lead to
lower admissions. An increased emphasis
on the continuity of primary care and
improved multidisciplinary team working
might prove more fruitful. Some areas have
introduced local schemes, such as primary
care-led minor injuries units and consultant
advice lines. It is crucial that commissioners
work with researchers, through National
Institute for Health Research CLAHRCs
(Collaboration for Leadership in Applied
Health Research & Care) and other schemes,
to robustly evaluate these interventions and
ensure that effective strategies are quickly
disseminated throughout the NHS. BjHM
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KEY POINTS

W Although only 18% of all unplanned
hospital admissions originate from
primary care, GPs can reduce hospital
demand through high quality disease
management and treating acutely unwell
patients in a timely manner.

W There are substantial differences in
adjusted unplanned admission rates
between general practices, suggesting
improvements are possible.

W Practices with better relational continuity
tend to have lower admission rates,
although there is little evidence of an
association with appointment availability.

B Changes to the Quality and Outcomes
Framework have financially incentivised
GPs to review unplanned admissions for
their patients and, latterly, case-manage
those at very high risk of admission.

W There is good quality evidence that
support for self-management and
improved multidisciplinary working could
lead to reduced admissions.

W There is little evidence that other
interventions, including case
management and specialist clinics, are
effective in reducing hospital demand.

B Hospital doctors can release up to 4.5%
of GP resources by addressing variable
discharge and communication quality.

| Current policy is misaligned with
evidence; commissioners should work
with researchers to ensure that effective
interventions are quickly disseminated.
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