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The EMAHSN was engaged by Jasmeen Islam, from West 
Leicestershire Clinical Commissioning Group (CCG) to carry 
out an evidence review on rapid assessment community 
services and the prevention of emergency admissions 
for older people. 

The request was received on 1st April 2014, with the 
brief agreed on 8th April 2014. Fortnightly updates were 
delivered. This final report was issued on 22nd May 
2014. The total turnaround time (from agreement to 
delivery) was six weeks. 

In addition to this report, we recommend that evidence from 
SPARKLER 1 “Care Transitions to/from Acute Care for 
Elderly Patients” (accessed via the resources section 
on www.emahsn.org.uk), as well as the “A Guide To 
Implementing Change” booklet that was produced by our 
team on behalf of NIHR CLAHRC East Midlands, are used 
when considering the evidence for/against the proposed 
service, and if the service is to be taken forward, the process 
by which it is possible to ‘design in’ implementation from 
the start, which results in a service that is more likely to be 
used and have the desired effect. Both of these documents 
have been provided to the commissioning team. 

1. Background

As agreed between the EMAHSN review team and 
Jasmeen Islam, we have concentrated on rapid assessment 
services and the prevention of emergency admission for 
older people. 

A series of search terms were identified and checked with 
Jasmeen Islam. 

Literature searches using CINAHL and MEDLINE databases 
were conducted using the following search terms:

• Rapid assessment 

• Community assessment

• Virtual wards

• Revolving door

• Hospital avoidance

• Urgent Care

• Pre-hospital urgent and /or emergency assessment 
and/or care

• Ambulance pre-hospital assessment

• Community urgent response

Selection criteria
• International (although mostly UK papers, given the 

need for transferability into the NHS and social care 
system in England).

• In order to provide a wide evidence base, academic 
articles from peer reviewed journals and ‘policy’ style 
documents guidelines/proposals from sources including 
Department of Health, NHS England and the British 
Geriatric Society have been included. 

• Published since 2009 (unless it’s a key paper that is cited 
by many others). The date range was chosen to reflect 
most current UK policy/context and most up to date 
evidence base.

• English language only.

• Referring to patients aged 65+ years. 

Search strategy
• Search engine: CINAHL and MEDLINE

• Search modes – Boolean/Phrase 

Search results
The original ‘primary’ search terms were: rapid assessment 
OR virtual ward OR hospital avoidance OR pre-hospital 
urgent care OR emergency assessment OR emergency care 
OR community urgent response OR community assessment 
AND elderly OR geriatric, for any date to present, 
produced 5,933 hits. 

Additional filtering terms were: length of stay – frail elderly  
– risk assessment – geriatric assessment – clinical assessment 
tools – patient discharge – acute care – aged, hospitalised  
– inpatients – revolving door – urgent care – ambulance pre-
hospital assessment – gerontologic care – aged: 65+ years.

The search was further limited to Full Text papers; Published 
between 2009/01/01-2014/3/31; English Language; 
Research Article; Academic Journals – Peer reviewed.

This search led to the identification of 201 papers, which 
met the criteria and were reviewed. The following report 
draws directly from 59 references. 

2. Our approach
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In his review of emergency and urgent care provision, 
Sir Bruce Keogh emphasises that people should be better 
supported to get the right care at the right place at the right 
time. It is perceived that this would reduce the pressures 
on emergency departments, and minimise people with 
no emergency medical need from presenting to the front 
door of the hospital. In addition to this, there is increasing 
awareness of the need to adequately manage the growing 
healthcare burden of an ageing population. Creating a 
pathway that meets these demands and enables patients to 
fully understand who to present to, where and when, will 
require a more holistic approach, with joined up health and 
social care. 

This review provides an evidence-based summary of the 
latest peer-reviewed research on one proposed way to 
improve care access for older people: rapid assessment 
community services, and their potential role in the 
prevention of emergency care admissions into hospital 
for older people. 

A variety of different options are explored, with ‘best 
practice’ from UK beacon sites described. Structural and 
organisational issues linked to intermediate and integrated 
care are also discussed.

Despite a growing field of research and evidence, there 
is little conclusive evidence to prove that intermediate, 
integrated care interventions are effective at preventing 
emergency admission to emergency departments for 
older people. 

3. Executive summary
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Geriatric care and the avoidance of emergency admissions 
are, unsurprisingly, popular research and policy topics. 
However, there is little evidence of the two areas being 
combined, especially in relation to rapid assessment 
community services. 

The basic premise is that by providing ‘better’ care to the 
particular patient population, it will prevent undesirable 
emergency admissions. However, the care pathway is 
affected by system, organisation and person level factors 
that confound any linear relationship between the aim 
(preventing emergency admission) and the objective 
(providing better care, through rapid assessment). 

In order to overcome this complexity and to provide a clear 
focus, The King’s Fund review on Admission Avoidance 
(Purdy, 2010) has been highly influential. The King’s Fund 
findings are however, not specific to geriatric care, and so 
in producing this review, we have returned to the research 
literature to examine whether the evidence in relation to 
rapid assessment community services and the prevention of 
emergency admission remains the same when specifically 
referring to older patients. 

National policies aimed at reducing emergency care 
spending have a long history in the NHS (recent examples 
include: Royal College of General Practitioners, 2011; 
NHS England 2013). Yet despite many initiatives, costs 
continue to spiral upwards. One recent policy initiative, 
the Integration Transformation Fund, was portrayed as 
presenting a huge opportunity to reduce avoidable pressure 
on hospital care through better integration of community 
based services (Young, 2013). A particular emphasis in 
building better integrated care in the community has been 
through self-management. 

As long ago as 2001, the National Service Framework 
for Older People (Department of Health, 2001) sought to 
prioritise the needs of the country’s ageing population, 
recognising that organisational structures had become 
barriers to proper assessment of need and access to care, 
and that best evidence-based practice was lacking. 

For older people, there is a transitional phase between 
healthy, active life and frailty, when the healthcare emphasis 
is on identifying emerging problems and the prevention of 
long-term dependency. This is usually defined as being the 
65-84 years range. For older, potentially frailer people, the 
focus is on anticipating and responding to age dependent 
health deficits and maintaining independence and quality 
of life. Many older people remain fit and healthy; for 
example, less than 5% of people aged 65+ who have not 
had a hospital admission in the last two years, will have 
an admission within the next year (Bardsley et al., 2013). 
However, when older people do attend ED (emergency 
departments) whether for acute episodes of illness or 
because of deterioration in functional ability, it often results 
in admission and longer lengths of in-patient stay (NHS 
Right Care, 2011). 

Another key influence has been the Keogh Report on the 
Urgent and Emergency Care Review (NHS England, 2013b). 
In particular Keogh’s aims (2), (3) and (5) seem particularly 
important in relation to this evidence review: 

1. To provide better support for people to self-care.

2. To help people with urgent care needs to get the right 
advice in the right place, first time.

3. To provide highly responsive urgent care services outside 
of hospital so people no longer choose to queue in ED.

4. To ensure that those people with more serious or life 
threatening emergency care needs receive treatment in 
centres with the right facilities and expertise in order to 
maximise chances of survival and a good recovery.

5. To connect all urgent and emergency care services 
together so the overall system becomes more than just 
the sum of its parts. 

4. Overview of the problem
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For the year 2012/13, there were an estimated 340 
million GP consultations and 22 million ED attendances 
in England. In addition, there were 5.3 million emergency 
admissions, at a cost to the NHS of £12.5 billion (National 
Audit Office, 2013). 

Conversion rates from GP attendance to ED attendance 
have increased steadily, from 19% in 2003/04 to 25% for 
2012/13. Overall major emergency (type 1) department 
attendances have risen slightly above the rate of population 
increase between 2004/05 and 2012/13. Minor (type 3) or 
urgent care department attendances have risen at 11 times 
the rate of population increase over this period. In 2012/13, 
there were 6.8 million attendances at walk-in centres and 
minor injury units (National Audit Office, 2013). 

Despite the growth in provision of other non-emergency 
care facilities, the pattern of attendance at ED, by hour of 
day has remained consistent. Between 2008/9 and 2012/13, 
the proportion of attendances for people aged 65+ at type 
1 departments went up by 2.6 percentage points; 20% of 
attendances at type 1 departments are in this age group. 
However the proportion of attendances for people 65+ 
at type 3 departments has decreased by 2.2 percentage 
points, and now represents 8% of attendances at type 3 
departments (National Audit Office, 2013). 

5. What we know about the situation nationally

The West Leicestershire Clinical Commissioning Group 
(CCG) area population is approximately 0.7 million, with 
variability in population demographics; some areas have 
higher levels of deprivation than the national average, and 
a slightly lower than average percentage of older people 
(less than 20% of population). There is a wide variation 
across the area for both ED attendance and admissions (NHS 
Right Care, 2011). The CCG area already offers Urgent Care 
Centres, Walk in Centres and Minor Injury and Illness Units. 
Local figures estimate that almost half of all ED visits could 
have been handled by other urgent care services. 

Table 1: Comparison of local and national level data of 

outcomes after ED attendance.

Although directly comparable figures are not available for 
patients aged 85+, the local area discharge figures for all 
patients aged 65+ are very different to national averages, 
with discharges followed up by GP being much lower than 
the national average and the corresponding discharge with 
no follow up being much higher than national figures. This 
variation, seen nationally, has been flagged up as being in 
need of significant improvement (Imison et al., 2012).

6. What we know about the situation locally 

On leaving ED by age group 2012/13 comparison of HSCIC national data and 
local level data provided by the CCG

All Ages All England 65+ All England 65+ Local CCG 85+ Local CCG

Admitted 20.8%  46.9% 46.8% 50.9%

Discharged – 
follow up by GP

20.0% 15.4% 4.4% 4.2%

Discharged – 
no follow up

39.0% 23.0% 31.7% 29.0%

Referred 12.3% 10.1% Available figures not 
directly comparable

Available figures not 
directly comparable

Others 
(incl. not known)

7.8% 4.6% Available figures not 
directly comparable

Available figures not 
directly comparable
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Evidence shows that older people presenting to ED have 
injuries that are predominantly related to falls, road traffic 
collisions (RTCs) and pedestrian events (Rehn, 2013). 
Falls are the leading cause of ambulance call-outs to the 
homes of people over 65 (Oliver et al., 2014). The case 
mix presented in ED is likely to have a higher proportion of 
injuries and chest pain, and lower proportion of infections 
and non-traumatic musculoskeletal conditions compared 
to that seen in other urgent care facilities (Harris & 
McDonald, 2013). 

Patients presenting with chronic ambulatory care sensitive 
conditions (ACSC) – such as congestive heart failure, 
diabetes, asthma, angina, epilepsy and hypertension - are 
considered as avoidable ED attendances as these could have 
been averted through earlier preventative care, education or 
management (Imison et al., 2012). See Appendix 1 for list of 
ACSC. Table 2 shows the extent of such admissions in the 
local area. 

Table 2: Local CCG data for emergency admission by age 
bands 60-84 and 85+ for chronic ACSC, acute conditions 
and total admissions by age group. (Local data provided 
by CCG). 

The table shows that even for all cases of chronic ACSC, 
the figure accounts for less than 10% of total admissions 
in the 60 and over age group. National figures for ACSC 
for people aged 65 or over, suggest a 20% emergency 
admission rate (HSCIC, 2013).

7. The symptoms older people present with at ED 

Chronic 
ACSC

Acute 
conditions

Total incl. 
all other 
conditions

60 – 84 (n) 2,218 2,299 21,674

60 – 84 (%) 7.19% 7.46% 70.35%

85 and 
over (n)

674 1,174 9,134

85 (%) 2.19% 3.81% 29.65%

Total (n) 
and (%)

2,892 
(9.39%)

3,472 
(11.27%)

30,808 
(100%)



Evidence-based review: 
Rapid assessment community service and the prevention 

of emergency admissions for older people

6

The development of urgent care facilities, such as Out 
of Hours Doctors, Walk in Centres and Minor Injury and 
Illness Units, offer patients an alternative to ED for urgent 
medical care. However, these services have not succeeded in 
reducing ED attendance levels. 

The system has been described as fragmented, with 
inconsistent service provision and variation in patient 
experience reported. Confusion regarding the most 
appropriate service to access often results in the use of ED 
(NHS England, 2013), which although a more expensive 
service, has a strong public identity and is therefore often 
seen as the first choice by patients. 

There is evidence that patients who have good relationships 
and access to GPs tend to use ED less than other patients 
(Purdy, 2010). The ongoing rise in ED attendance could 
be both evidence of unmet demand and supply induced 
demand, for example, an increased uptake as a result of 
increased provision (NHS England, 2013). 

In response to rising demand on the emergency services, 
UK policy and clinical guidance repeatedly stresses the 
importance of timely assessment, care or referral of patients 
so that their needs are met in an optimal manner for both 
patient and system efficiencies (Mason and Snooks, 2010; 
Snooks et al., 2013). However to achieve this requires not 
only getting access to the right care setting, but also access 
to rapid specialist assessment (Edwards, 2014). For example, 
Walk in Centres are not considered to be effective unless 
co-located or integrated within the ED, where specialist 
assessment is available (NHS England, 2013). 

Early review by a senior clinician in the ED (White et al., 
2010) as well as GPs working in the ED will both reduce 
admissions (Purdy, 2010), although it should be noted that 
neither evidence claims are made with specific reference to 
outcomes for older patients. However once in the ED, the 
presence of assessment units or clinical observation areas 
with senior medical presence, can avoid admission to 
acute wards. 

Comparison of national variation in bed use found that 
areas with lower readmission rates tended to have lower 
bed use and higher patient satisfaction (Imison et al., 2012). 
However the effect of this on emergency admissions rates 
is not unproblematic. Activity through these units is not 
recorded consistently; sometimes the activity is recorded as 
admissions, other times recorded as outpatient activity or 
day cases (National Audit Office, 2013). 

8. Emergency and urgent care: 
supply and demand
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The previous section considered the availability of urgent 
and emergency care facilities and how these may affect 
figures for avoidable admissions. Here, the consideration is 
for the patients most at risk, and how can they be identified 
and assessed. 

A popular routine assessment method to develop future 
treatment plans is Comprehensive Geriatric Assessment. 
As the name implies, Comprehensive Geriatric Assessment 
is an in-depth assessment, involving multidimensional, 
interdisciplinary diagnosis of an older person’s needs. It 
covers medical, mental health, functional capacity, social 
circumstances and home environment elements (British 
Geriatric Society, 2012). 

There is clear evidence that Comprehensive Geriatric 
Assessment leads to decreased readmission rates (Ellis et al., 
2011). There is further evidence that decreased readmission 
rates for patients aged 85+ are possible by embedding 
Comprehensive Geriatric Assessment within the ED 
(Conroy et al., 2014). 

Predictive modelling is recommended for calculating the risk 
of future emergency admissions (Purdy, 2010), and various 
tools exist. The Identification of Seniors at Risk (ISAR) tool 
was for many years considered to provide reliable evidence 
(McCusker et al., 1999). However recently, whilst the ISAR 
was found to provide ‘fair predictive ability’ for health and 
social care costs, there was poor evidence found in its ability 
to predict adverse outcomes. Therefore caution has been 
recommended against its use as the sole tool in clinical 
decision-making (Edmans et al., 2013). 

Frailty is likely to be a more suitable indicator of future 
hospital usage. It has recently been proposed that frailty 
be re-conceptualised as a long term condition amenable 
to pro-active and preventative care (Young, 2013). Frailty 
is common in patients older than seventy and predictive 
of higher mortality rates (British Geriatric Society, 2012). 
Generally, frailty is understood as comprising health, 
mobility and psychosocial factors (Andela et al., 2010). 

Assessing the level of frailty is complex, as the key indicators 
of frailty may often be either conflated within other 
conditions or overlooked. These include: unintentional 
weight loss, exhaustion or fatigue, weakness (reduced grip 
strength), reduced physical activity, cognitive impairment, 
feeling sad or depressed, incontinence, high use of 
prescription medicines and need for physical or social 
support (Wallace, 2012). There are various assessment 
tools in use which identify the presence of frailty, however 
their predictive ability remains uncertain (Wou et al., 2013). 
Other research has shown that the FI-CD frailty index of 
cumulative deficits can predict older patients at risk of poor 
outcome (Dent et al., 2013). However as ‘outcomes’ were 
not clearly defined by Dent and colleagues, it is not possible 
to conclude that there is strong evidence found for frailty as 
a predictor of admission or re-admission. 

There is however general support for the utility of frailty 
indices and Comprehensive Geriatric Assessment (see 
Appendix 2 for recommendations regarding the care 
of frail older people within ED). The positive impact of 
Comprehensive Geriatric Assessment in hospitals has 
however been shown, primarily, to be down to specialist 
geriatric units and not Comprehensive Geriatric Assessment 
teams that cover multiple units (Ellis et al., 2011). 
Comprehensive Geriatric Assessment is currently less likely 
to be conducted in community settings than in hospital 
based ones (Young, 2011). Interventions where geriatricians 
have direct patient contact, rather than acting as support 
to other clinicians, are more likely to have better outcomes 
(Totten et al., 2012). Despite recommendations that early 
senior review and assessment should be conducted, 
an intervention involving specialist geriatricians in the 
assessment for discharge process, found no evidence 
that this led to improvement in clinical outcomes 
(Edmans et al., 2013). 

9. Methods of assessment
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The care co-ordination process relies on care planning, 
electronic health records, telehealth and case management 
tools. Each offers different strengths for different aspects 
of the care process. High levels of patient satisfaction are 
reported when care planning is used (Currie & Ham, 2010). 
The use of electronic health records, as a means to sharing 
information, has been linked to increased adherence to 
recommended guidelines (Currie & Ham, 2010). Telehealth, 
often recommended as beneficial, has been linked to 
improvements in quality of life outcomes and health 
services usage (Steventon et al., 2013). However for the 
purposes of this review, perhaps the most relevant tool is 
that of case management, which is seen as likely to work 
best when targeted at high risk groups of patients (Currie 
& Ham, 2010). A cautionary note is included regarding 
targeting ‘high risk’ patients, as how a patient is defined 
as being of high risk should be questioned. For example, 
selecting patients with a previous history of high acute 
care usage is not unproblematic, as there is a natural 
tendency for subsequent measurements on those patients 
to show reductions in use, described as the statistical 
phenomenon of ‘regression to the mean’ (Steventon et 
al., 2011). However assuming an appropriate method of 
determining high risk status is used, in case management 
programmes patients are assigned to a case manager/ team 
to assess needs, a care plan is agreed upon, the required 
care is organised, the case manager takes responsibility for 
monitoring quality of care and maintaining contact with 
the patient (Currie & Ham, 2010). An important element of 
case management is the identification of at-risk individuals 
which again requires the use of suitable tool to assess 
potential risk. Evercare is a much quoted case management 
model that was trialled and shown to reduce unplanned 
admissions and associated costs in the USA. However, when 
trialled in the UK, it failed to have the same impact. 

Piloted in 62 UK sites, the Evercare system resulted in a 
decrease of 4.9% bed days, yet led to emergency admission 
rates increasing by 16.5%. It is suggested that the failure 
to identify the most appropriate patients and a lack of 
follow on nursing care, both of which had been elements 
of the US trial, were absent in the UK (Gravelle et al., 2007). 
When the Evercare model was integrated with additional 
services with usual primary care – and specifically targeted 
frail elderly patients, no significant benefits on emergency 
admission rates, emergency bed days or mortality were 
found (Gravelle et al., 2007). However, when staff were 
questioned about the approach, they believed that it had 
been of benefit to their patients in terms of quality of life, 
functional abilities and had avoided hospital admissions 
(Gravelle et al., 2007). 

Until recently, the literature suggested that case 
management was not effective in reducing generic 
admissions (Purdy, 2010). However, a more recent review 
and meta-analyses of the effectiveness of case management 
in reducing the risk of unplanned hospital admissions for 
older people, found a distinction between hospital-initiated 
case management, which did show evidence of reductions 
in unplanned admissions, and community-initiated case 
management, which did not (Huntley et al., 2013).

10. Tools of the trade 
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Virtual wards were originally conceived of as a preventative 
measure for patients identified as being at high risk of 
future re-admission, based on previously collected hospital 
inpatient data in the form of PARR scores, risk scores derived 
from the Patients at Risk of Readmission risk assessment 
tool. As such, virtual wards are a type of ‘step down’ 
provision and a way of organising community care post-
discharge from secondary care. Although patients remain 
in their own homes and as such, are treated in a Hospital 
at Home (HAH) scenario, virtual wards are run as though 
they are part of the acute-based physical ward, with routine 
procedures such as medication and discharge review. 
The central role is that of the case manager, invariably a 
community matron who reviews and coordinates care, 
and controls access to other clinical specialties such as 
physiotherapists and occupational therapists. Medical input 
is usually from patient’s own GP as opposed to care from 
specialist geriatricians. Virtual wards have been described 
as combining case management with team responsibility 
(Currie & Ham, 2010). Whilst reductions have been shown 
for outpatient attendances and planned admissions for 
certain disease specific wards, no evidence has shown 
that virtual wards reduce emergency hospital use for older 
patients, either as readmissions or as ACSC admissions 
(Lewis et al., 2013; Oliver, 2014).

An alternative to a virtual ward is the concept of a virtual 
team. The Treatment Response and Assessment for Aged 
Care (TRAAC) model in Australia, is based on a virtual team 
approach to provide medical and social care as opposed 
to a virtual ward (Roberts et al., 2007). The short term 
care provided by the team is case managed across both 
community and hospital settings, and has been shown 
to ‘minimise’ hospital admissions and readmissions 
(Roberts et al., 2007). 

However, when a virtual space (ward or team) is used 
as part of a patient’s care, what it is compared to will 
affect the impact of evidence for its subsequent use. For 
example, in addition to the lack of evidence regarding the 
ability to reduce admissions, there is no evidence that HAH 
services improve quality of life or functional and cognitive 
ability of patients; they may, however, improve patient 
satisfaction levels and are undoubtedly less expensive 
than hospital inpatient care (Shepperd et al., 2008). An 
alternative to HAH services is attendance at a day hospital, 
as a form of community rehabilitation. There is evidence 
of improved outcomes with this, such as activities of daily 
living and a decreased use of hospital beds, compared to 
no intervention. Nevertheless, compared to other forms of 
‘care’, there is little advantage of medical day hospitals, as 
costs have been shown to be greater (Forster et al., 2008; 
Forster & Young, 2011). The outcomes and costs are broadly 
similar for hospital at home and inpatient care (Purdy, 
2010), yet from a patient’s perspective, there may well be 
advantages of one form of care over the other, depending 
on their personal situation. 

11. The virtual ward and case management 
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Patients who could be cared for elsewhere (i.e. away from 
ED) occupy over 50% of medical inpatient beds (Edwards, 
2014). This statistic seems to support the generally held 
perception that improved primary and secondary prevention, 
plus better joined up working between sectors will reduce 
ED attendance and admission (Purdy, 2010; Allen & Glasby, 
2013; Edwards, 2014). Conversely there is evidence that 
lack of timely social care leads to older people being referred 
to ED or admitted to hospital, even if there is no clinical 
indication for doing so (British Geriatric Society, 2012). 

Intermediate care is the bridge between primary and 
secondary care, and is itself a conceptualisation of 
integrated care being “a range of integrated services to 
promote faster recovery from illness, prevent unnecessary 
acute hospital admission and premature admission to long 
term residential care, support timely discharge from hospital 
and maximise independent living” (National Audit of 
Intermediate Care, 2012). 

92% of intermediate care users are 65 years or older 
(Young, 2012), yet according to a recent audit, current 
intermediate care provision is only half of that required in 
order for older people to avoid inappropriate admissions, 
and to receive necessary post-acute care (National Audit 
of Intermediate Care, 2012). Unlike the demand for 
intermediate care, its capacity remains static with long 
waiting times to access services (3.4 days for bed-based 
services and 4.8 days for home-based) (National Audit of 
Intermediate Care, 2012). Variety between services not 
only involves timely access but also access to specialist skills. 
Access to specialist geriatric care was available to 74% 
of bed based intermediate care services, to 54% of crisis 
response teams, but only to 45% of home based 
care services. 

Reviews of different types of intermediate care interventions 
typically focus on horizontal integration, and whilst 
outpatient activity has been shown to decrease, no effect 
on admissions has been shown (Sibbald et al., 2007; 
Purdy, 2010). Community services have been described as 
complex, fragmented and difficult to understand, even for 
professionals working into them, and although community 
services are a large part of NHS activity, their impact is 
often overlooked in traditional planning that tends to 
be based around ‘GPs and hospitals’ or ‘primary and 
secondary care’ (Edwards, 2014). As such, it is considered 
difficult to generalise about intermediate care per se 
(Allen & Glasby, 2013). 

The National Audit of Intermediate Care (2013) 
demonstrates the cost effectiveness of intermediate care, 
as shown in the following details:

• Day hospital: 12 trials (n=2,867). Results suggest day 
hospitals are effective but expensive. 

• Care homes: 1 trial (n=165). Results suggest that care 
homes shift costs to social care.

• Community hospitals: 2 trials (n=>700). Results suggest 
that community hospitals are cost-effective.

• Hospital At Home services: >40 trials (n= >6,000). 
Results suggest that HAH services are less expensive than 
inpatient care. 

Despite these findings, there is no evidence available 
to show that intermediate care reduces admissions/
readmissions. 

12. Intermediate care



Evidence-based review: 
Rapid assessment community service and the prevention 

of emergency admissions for older people

11

Whilst by default, intermediate care is integrated care, 
integrated care (end to end pathways) does not necessarily 
need to incorporate intermediate care, for integration can 
occur horizontally between sectors or horizontally within 
a sector. The integration of health and social care can be 
effective in reducing admissions (Purdy, 2010). Evidence 
suggests that whilst integrated care comes in many shapes 
and sizes, in principle any integrated care service should be 
constructed around a single point of entry, care assessment 
and planning, and requires the availability and support of a 
well-connected network to facilitate access to the necessary 
services (Goodwin et al., 2014). 

A major integrated care initiative was the Partnerships 
for Older People Projects (POPPs), which aimed to reduce 
the need for acute hospital-based crisis care by bringing 
targeted care into the community. POPPs were pump-
primed with special funding, and comprised of a broad 
set of schemes ranging from ‘low level’ to more elaborate 
schemes involving joint working by local health and social 
services, including rapid response teams. Qualitative 
evaluation of the wide range of POPPs projects concluded 
that positive staff perceptions regarding improvements in 
care were not shared by patients, nor was there evidence 
that secondary care costs were reduced, with emergency 
admissions being described as the hardest to reduce 
(Steventon et al., 2011; RAND, 2012). A brief summary of 
the pilot studies most closely aligned to this review results 
can be found as Appendix 3. 

It is not only UK studies that have found it difficult to 
identify evidence for a reduction of hospital usage, as a 
major international comparison of integrated care initiatives 
concluded that (Goodwin et al., 2014):

• The degree to which impact measures to evaluate 
performance and/or care quality were used was highly 
variable.

• Innovations in integrated care are characterised by a poor 
ability to prove the ‘value’ of their work. 

•  It is difficult to transfer lessons about potential impact 
from one approach to another. 

The English integrated care site included in the study was 
Torbay Care Trust. 

13. Integrating primary and social care
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Evidence of the high-level policy drive to focus integration 
efforts into health and social care over primary and 
secondary care integration, can be seen with the 
announcement of the £3.8 billion Better Care Fund, 
originally called the Integration Transformation Fund. The 
Better Care Fund is intended to be a shared health and 
social care services budget, which through closer integrated 
working and offering 7 days a week cover, is expected 
to reduce emergency care demand and associated costs 
by 15%. At the time of writing (May 2014), the Better 
Care Fund is currently being reviewed and as such, its 
implementation has been delayed (Campbell, 2014).

Although financial mechanisms have not traditionally 
explicitly incentivised integration (Currie & Ham, 2010), 
the Better Care Fund is intended to address this (Edwards, 
2014). Confirmation of this shift can be found in the 
announcement of the creation of a national Integrated 
Care Organisation (ICO) pilot scheme (NHS England, 
2014). Collectively the projects are described as aiming to 
provide better support at home and earlier treatment in the 
community to prevent people needing emergency care in 
hospital. Fourteen sites are to be evaluated, of which three: 
Leeds, Greenwich and South Devon & Torbay, already have 
established schemes. Leeds has twelve integrated teams 
working together, and after only one month of operation 
reported improvements in length of stay. The schemes at 
Greenwich and Torbay have been established for some 
time, and are therefore offered as examples of evidence of 
good integrated care practice in the NHS. Outline details 
for Greenwich can be found as Appendix 4, with more 
comprehensive details provided by Edwards (2014) and 
NHS England (2014). Similarly, outline details of Torbay’s 
achievements can be found as Appendix 5, with more 
comprehensive details provided by Thistlethwaite (2011), 
Goodwin et al. (2014), Currie & Ham (2010), NHS England 
(2014) and Imison et al. (2012). 

The Greenwich model is based upon rapid response to 
emergencies, through utilising multidisciplinary teams. 
Patients are discharged to short stay wards where they 
undergo further assessment to determine their ability to 
cope at home. This has been described as a discharge to 
assess approach (Edwards, 2014). 

The model utilised in Torbay demonstrates both vertical 
(hospital to home) and horizontal integration (multiple 
agencies). There is a manager who acts as a single point 
of contact, health and social care teams which include 
dedicated care coordinators to support older people after 
emergency admission, use of a standardised assessment 
process and a shared electronic record. The care team 
work in partnership with local GPs to identify the most 
vulnerable service users in order to manage their care in 
a proactive manner. The services achieve high levels of 
patient satisfaction, and is considered to be successful in 
decreasing hospital usage, including reduced admissions 
(Currie & Ham, 2010). 

A similar but much smaller scheme is the Gwent Frailty 
Service which offers assessment and coordination of care 
through a single point of access (by phone) for referrals. 
The team comprises of nurses, a consultant geriatrician, 
physiotherapists, occupational therapists and social workers. 
It is a rapid response system; referrers are contacted within 
15 minutes to inform them of who and what support is 
available for the ‘patient’. The service is open for referrals 
seven days a week, from 08:00 until 20:00. In addition to 
the clinicians, the service offers patients assistance from a 
health and social care support worker. The service originated 
from a pump and prime project run over two years by 
Community Resource Teams, and was based on what older 
people wanted from services in order to remain “happily 
independent” (Barber & Wallace, 2012). The service was 
well liked by patients, but its evaluation was not able to 
show any evidence that it actually reduced emergency 
admissions, length of stay or any other usual metrics. 

A broad managed care model would provide intensive 
home support from both acute and community services, 
and so would offer both ‘step up’ and ‘step down’ service 
availability. A good example comes from the evaluation of 
an emergency admission avoidance ‘system’ at the London 
Free Hospital. It has a two pronged approach incorporating 
both pre and post admission intervention services for 
elderly patients. The Triage Rapid Elderly Assessment Team 
(TREAT) and Post Acute Care Enablement service (PACE) 
ambitiously aim to deliver ‘the right care at the right time 
and in the right place’. The evaluation measure was the rate 
of same day discharges as an inverse measure of admission 
rate. Statistically significant data showed that for patients 
selected for the TREAT intervention (patients aged 70+ 
presenting with a medical crisis), the percentage of same 
day discharges rose from 12.26% to 16.23%. As such, 
and by implication, the TREAT intervention reduced rates of 
admission by almost 4%. The TREAT element includes early 
senior medical review, Comprehensive Geriatric Assessment, 
Occupational Therapist and Physiotherapist assessment and 
support pre and post discharge, and a rapid access ‘hot-
clinic’. Immediately post-discharge, patients receive short-
term nursing support from the PACE teams. In principle, the 
London Free’s approach appears quite close to the original 
USA version of the Evercare model. A patient questionnaire 
follow up found that patients viewed the service very 
positively (Wright et al., 2013). One year after the original 
evaluation, reported issues with the TREAT teams achieving 
timely responses to ED requests for assessment, have led to 
concerns over breaches of 4 hour ED discharge cut-off, and 
less satisfactory patient experiences (Royal Free Hospital, 
2014). This highlights how any intervention can become 
beset with problems during its ongoing utilisation, unless 
support for the intervention during its implementation and 
adoption journey, is both maintained and sustained.

14. Examples of good practice within 
integrated care
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Although this review of the literature has found mixed 
evidence for existing tools and processes involved in 
elderly care and their ability to impact upon admissions/
readmissions, it appears from the examples described 
above, that hospital initiated models are able to offer good 
evidence for reducing admission for older people. 

Hospital care can be organised in various ways, as broad 
managed care programmes, shared or integrated care, by 
multidisciplinary teams or through targeting people at high 
risk (Ham, 2010). Greenwich, for example, is described as 
a team based multi-disciplinary response to emergencies 
arising within the community. Torbay goes further in having 
integrated health and social care teams enabling patients 
to have faster access to services across the spectrum of 
health and social care. The London Free model incorporating 
TREAT and PACE, is more akin to a whole pathway case 
management approach, not unlike like the Evercare model. 
Crucially, all three examples of good practice from within 
the NHS refer to teams not to physical units. 

These interventions locate their patients in wards, either 
as physical or virtual spaces, but do not place them within 
geriatric defined physical units. Within the literature, a 
reference to an assessment unit for older patients is the 
Emergency Frailty Unit, located within the Emergency 
Decision Unit at Leicestershire Royal Infirmary. A recent 
evaluation of this has shown that the introduction of 
Comprehensive Geriatric Assessment for older patients, in 
addition to the usual practices of the existing Emergency 
Decision Unit, was associated with a reduction in admissions 
for the 85+ year age group (Conroy et al., 2014). As such 
the Leicester Frailty Unit is an example of hospital care being 
organised through targeting people at high risk.

15. Rapid assessment services – 
physical unit or teams? 
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It is useful to consider why this review of published peer 
reviewed literature may have found mixed evidence for 
interventions that reduce emergency admissions for 
older people. 

Firstly, whilst many examples of good practice exist 
throughout the NHS (for example, the Berkshire Rapid 
Assessment Community Clinic, details of which can be 
found as Appendix 6), unless their evaluation has been 
accepted for publication in an academic, peer reviewed 
journal, any database searches will miss them. Torbay 
appears to be an exception; in addition to being amongst 
the POPP and ICO projects, what makes Torbay stand out 
(in addition to its beacon status), is that it has for some 
years been leading on integrated care in the UK, largely 
due to its organisational structures which enable integration 
at strategic, managerial and service delivery levels 
(Currie & Ham, 2010). 

The second point to consider concerns data interpretation. 
For example, figures from one of the reviewed studies 
(Steventon et al., 2011) showed that an intervention had 
reduced the mean number of admissions (per head) from 
0.84 to 0.46. However, analysis of the control group data 
showed a reduction from 0.75 to 0.38, despite these 
patients having received usual standard care. It was not 
possible to explain why this happened, and as a result the 
authors could not state that there was evidence that the 
intervention had reduced admissions. Importantly, research 
studies, particularly Randomised Control Trials (considered 
to provide the strongest evidence that an observed 
outcome was directly influenced by the intervention), 
do not necessarily reflect real life practice (Purdy, 2010) nor 
take into account the influence of the context in which an 
intervention takes place and how this affects outcomes 
(Goodwin et al., 2014). 

16. Two sides to any argument: 
The research evidence 



Evidence-based review: 
Rapid assessment community service and the prevention 

of emergency admissions for older people

15

Areas with a higher proportion of the population aged 65+, 
tended to have better facilities designed to meet the needs 
of this age group. Ease of access to a GP has previously 
been identified as a factor for all ages (Purdy, 2010) in 
relation to the effect on admissions. However, factors 
associated with physical access to services, GPs, Walk in 
Centres or ED departments, was beyond the scope of 
this review. 

With regard to self-management of long terms conditions, 
there is evidence that for many older people with co-
morbidities, poly-pharmacy adds further complications 
for which they may benefit from assistance (Royal 
Pharmaceutical Society, 2012). This differs from the findings 
presented by Purdy (2010). 

It has been proposed by the British Geriatric Society that 
frailty be re-conceptualised as a condition, which can be 
triggered by an illness episode or other stressful event 
(Wallace, 2012). The Department of Health (2014) has 
announced that from June 2014, all older patients (75+) 
will receive a personal care and support plan that will be 
managed by a named accountable GP. However, it is not yet 
possible to comment upon how this will affect the previous 
comments about older people’s ability to manage their long 
term condition. 

A further issue in relation to an older person’s ability to 
self-manage their condition is falls prevention. There is 
evidence that referral to community based falls prevention 
services not only reduce rate of falls, but also the rate of 
calls to ambulance services (Logan et al., 2010), which as 
previously discussed, is a major proportion of the calls made 
to emergency services by older people (Rehn, 2013).

In consideration of telehealth and telemonitoring, evaluation 
of the ‘whole systems demonstrator trial of the use of 
telehealth and telecare’ was not able to demonstrate that 
these technological interventions either reduced admissions, 
length of stay, or admissions to residential care (Steventon 
et al., 2013). Although not specifically looking at older 
people, even when age related factors were controlled for 
in the analysis, there was no evidence to support the use of 
telehealth and telecare for older patients. 

On a more general note, telemonitoring may actually 
negatively affect admissions; for example, with the use 
of call out monitors worn by older people, which often 
default to ambulance call out. The literature regarding such 
devices has not been reviewed here (again, it falls outside 
of the scope of the evidence review), however evidence 
shows that older patients are amongst the highest group of 
patients collected by ambulance services and taken to ED, 
with a greater likelihood that older people will be admitted 
albeit for a short stay of less than 24 hours (Oliver et al., 
2014). A further point regarding telehealth as a form of 
follow on care, is that older patients appear to prefer face 
to face contact. However, whether this is due to age related 
perceptions of the doctor-patient relationship, or whether it 
is simply a perception that increased social contact reduces 
feelings of isolation, is unclear without further investigation. 

17. Do age related factors affect the overall view?
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The evidence summarised in this report is derived from the 
evaluation of research studies that may be found in peer 
reviewed academic journals, and supplemented with that 
found within the collections of evidence available from 
influential sources such as The King’s Fund, The Nuffield 
Trust or the Cochrane Collaboration reviews. 

Overall the evidence suggests that admission avoidance 
interventions for older people are broadly the same as 
those found by the King’s Fund (Purdy, 2010). Additional 
interventions that have specific reference to geriatric 
interventions are shown to have mixed evidence to 
support of them. 

• Interventions at different stages of the continuum of care 
may contribute to reduced unplanned admissions. For 
example, at one end of the care spectrum, structured 
discharge planning (Shepperd et al., 2013) and at the 
other end of the spectrum, areas demonstrating lower 
bed use, were associated with lower readmission rates 
(Imison et al., 2012). 

• As a form of integrated care, there is no evidence to 
show that intermediate care in the community per se is 
effective in reducing admissions (Purdy, 2010). 

• There is mixed evidence that early supported discharge 
to a HAH services reduces readmission rates, although 
there is less risk of patients being admitted to long terms 
residential care (Shepperd et al., 2009).

• There is mixed evidence in relation to community 
based rapid response teams and their effectiveness in 
preventing admissions (Purdy, 2010; Steventon et al., 
2011; Barber & Wallace, 2012). 

• Evidence that broader scale interventions, such as those 
which integrate primary and social care, incorporate 
wide cross-sector support and pooling of budgets. For 
example, data from Torbay shows integrated care for 
highest-risk older people, who require intensive support, 
reduces hospital admissions (Ham, 2010; RAND, 2012). 

• Evidence that interventions in ED, such as acute 
assessment units and observation wards, reduce the 
number of admissions is inconsistent, with “the impact 
of rapid access geriatric clinics found to be lacking robust 
evidence” (Wright et al., 2013). However, the use of 
‘discharge to assess’ approaches (Edwards, 2014), as 
affecting rapid discharge, has been shown to reduce 
both admissions and subsequent length of stay when 
patients are admitted. 

• There is inconclusive evidence that case management 
for older patients, whether initiated in hospital or 
the community, reduces avoidable admissions 
(Huntley et al., 2013).

• There is some evidence that hospital based rapid 
assessment teams may reduce unplanned admissions 
(Wright et al., 2013).

• There is clear evidence that the use of Comprehensive 
Geriatric Assessment reduces readmissions (Ellis et al., 
2011; Conroy et al., 2014). However the evidence shows 
that the positive impact of Comprehensive Geriatric 
Assessment in hospitals is primarily down to specialist 
geriatric units, and not the presence of specialist geriatric 
teams that cover multiple units.

• There is evidence that overall system of care processes 
within one location, such as TREAT and PACE model 
implemented by the Royal Free Hospital in London, 
reduce admissions and readmissions (Wright et al., 2013). 

18. Evidence summary
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There are widespread differences in the rates of bed use 
and admission for older people across the NHS. Influences 
over the variation are recognised as being a combination 
of patient, community, hospital or system related factors 
(Imison et al., 2012). For the most part however, these 
cannot be controlled through individual interventions, 
as the aim of reducing emergency admissions is a 
hugely ambitious one that requires addressing by multi-
component initiatives not ‘boutique style intervention’ 
(Henderson et al., 2011). 

It is unsurprising that little evidence could be found for 
some types of processes reviewed here as being able to 
significantly reduce admission rates for older people, for 
they are all very largely interdependent of each other (Oliver, 
2014). Large scale pilot schemes have been evaluated and 
have not produced conclusive evidence for a reduction 
in emergency admissions, yet this does not mean that 
individual sites have not produced cost savings or achieved 
reductions. It may simply mean that peer-reviewed, 
published academic research has struggled to demonstrate 
it (Allen & Glasby, 2013). Therefore by implication, best 
practice examples may be ‘good enough’ evidence, as is 
apparent in the two quotations below. The first is from 
a review of interventions across the care pathway that 
may reduce avoidable admissions. The authors concluded 
that very little evidence existed in the form of evaluated 
outcomes and further commented that: 

Without mandatory critical appraisal and 
evaluation of new interventions we will 
continue to see them introduced more in 
hope than expectation of success.
(Woodhams et al., 2012:159)

The closing quotation, taken from the comprehensive 
King’s Fund review, ‘Avoiding Hospital Admissions’ is 
perhaps even more illustrative of the problems facing 
commissioners when looking for evidence to decide upon 
new service level interventions:

Our summary of the research 
evidence on the effectiveness of 
different interventions to reduce 
avoidable hospital admissions finds 
that there is insufficient evidence to 
support many of the interventions 
currently being implemented.
(Purdy, 2010:19)

19. Concluding remarks
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Appendix 1 
The 19 ambulatory care-sensitive conditions, as measured 
by NHS Institute for Innovation and Improvement, are listed 
in descending order according to the emergency admissions 
per 100,000 population. 

1. Influenza and pneumonia

2. Chronic obstructive pulmonary disease (COPD)

3. Ear, nose and throat infections

4. Convulsions and epilepsy

5. Dehydration and gastroenteritis

6. Diabetes complications

7. Asthma

8. Congestive heart failure

9. Cellulitis

10. Angina

11. Pyelonephritis

12. Iron-deficiency anaemia

13. Dental conditions

14. Gangrene

15. Hypertension

16. Perforated/bleeding ulcer 

17. Pelvic inflammatory disease

18. Other vaccine preventable

19. Nutritional deficiencies

Appendix 2 

The British Geriatric Society’s “Silver Book” recommended 
standards for older people accessing ED:

• All older people accessing urgent care should be routinely 
assessed for pain, vital signs, delirium and dementia, 
depression, skin integrity, nutrition and hydration, 
sensory loss, falls and mobility, continence, activities of 
daily living, safeguarding issues and end of life issues. 
These assessments will need to be undertaken by various 
teams and should be prioritised according to the needs 
of the individual.

• The presence of one or more frailty syndrome should 
trigger a more detailed comprehensive geriatric 
assessment, to start within 2 hours (14 hours if 
overnight) either in the community, person’s own home 
or as an in-patient, according to the person’s needs.

• There must be an initial primary care response to an 
urgent request for help from an older person within 
30 minutes.

• Ambulatory emergency pathways with access to 
multidisciplinary teams should be available with a 
response time of less than four hours for older people 
who do not require admission but need on-going 
treatment (e.g. in a Clinical Decisions Unit).

• Health and social services should be commissioned such 
that they can contribute to early assessment of older 
people, including mental health assessments. Mental 
health services should be commissioned such that they 
can contribute to specialist mental health assessments in 
older people within 30 minutes if appropriate.

• A 24/7 single point of access (SPA) including a 
multidisciplinary response within 2 hours (14 hours if 
overnight) should be commissioned. This should be 
coupled to a live directory of services underpinned by 
consistent clinical content (NHS pathways). Discharge to 
an older person’s normal residence should be possible 
within 24 hours, seven days a week unless continued 
hospital treatment is necessary.

• Older people coming into contact with any healthcare 
provider or services following a fall with or without a 
fragility fracture should be assessed for immediately 
reversible causes and subsequently referred for a falls and 
bone health assessment using locally agreed pathways.

Appendix 3
Summary of the evidence from four types of POPP projects 
working with integrated teams. 

• Support workers provided personal nursing and social 
care under the direction of community matrons, target 
patient group had one or more long-term conditions, 
were felt to be at risk of deterioration or were unstable. 

 • Outcome: Had no impact on hospital use.

• Intermediate care service with generic workers, which 
supported people on discharge from hospital. 

 •  Outcome: Increased number of emergency 
admissions and bed-days following emergency 
admissions, but reduced number of outpatient 
attendances.

• Integrated health and social care teams configured 
around primary care teams, target patient group had one 
or more long-term conditions. 

 •  Outcome: reduced number of bed-days following 
emergency admissions, reduced elective admissions 
and reduced outpatient attendances. 

• Out-of-hours response service and daytime response 
service, both consisting of an integrated team comprising 
community alarm services, mobile wardens, generic 
workers, district nurses, paramedics and community 
psychiatric nurses. 

 •  Outcome: reduced outpatient attendances 

Source: Steventon et al., 2011.
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Appendix 4 
Outline of Greenwich Hospital avoidance scheme:

• Teams of nurses, social workers, occupational therapists 
and physiotherapists work together to provide a multi-
disciplinary response to emergencies arising within the 
community which require a response within 24 hours. 

• The team responds to emergencies to which they are 
alerted within the community at care homes, A&E and 
through GP surgeries, and handle those which could be 
dealt with through treatment at home or through short-
term residential care.

• Over a two-and-a-half-year period, over 2,000 patient 
admissions were avoided due to immediate intervention 
from the Joint Emergency Team (JET). 

• There were no delayed discharges for patients over 65.

• Over £1m has been saved from the social care budget.

Source: NHS England (2014). Safe Compassionate Care.

Appendix 5
The results of integration have had a significant impact in 
the local health and social care community, and there is now 
strong circumstantial evidence over a range of indicators of 
improved performance in the Torbay area:

• Emergency bed day use in the population aged 65 is 
the lowest in the region, at 1920 per 1000 population 
compared with an average of 2698 per 1000 in 2009/10.

• Emergency bed day use for people aged 75 and over fell 
by 24% between 2003 and 2008 and by 32% for people 
aged 85 and over in the same period.

• Delayed transfers of care from hospital have been 
reduced to a negligible number and this has been 
sustained over a number of years.

• Since 2007/8 Torbay Trust has been financially responsible 
for 144 fewer people aged over 65 in residential and 
nursing homes.

• There has been a corresponding increase in the use of 
home-care services. 

Source: Torbay Care Trust. http://www.torbaycaretrust.nhs.
uk/aboutus/Pages/TheTorbayModel-MrsSmith.aspx 

Appendix 6
Berkshire Healthcare NHS Foundation Trust’s Rapid 
Assessment Community Clinic (RACC) aims to support 
existing services in primary and secondary care, to prevent 
the need for crisis care and avoidable hospital admissions 
and ultimately the incidence of premature entry into long 
term care. 

• The service accepts patients aged over 65 and also 
younger patients with complex long term conditions 
(as such it is not exclusively a geriatric service). 

• A single Community Access phone point accepts referrals 
via: GPs, ambulance services, secondary care (it is unclear 
from publicly available literature whether this is from 
A&E or general in-patients wards), community and social 
services and in response to pendant alarm alerts. 

• The clinic is situated within a local Day Hospital providing 
access to diagnostic equipment such as X-rays, in 
addition patients can be assessed at home. 

• Opening hours are 10.00-18.00 Monday to Friday and 
10.00-16.00 Saturdays, with same day assessments usual 
if referral made before 16.00. 

• Over a 35 month period, 773 referrals were received of 
which 599 were maintained in their home environment, 
91 admitted by the RACC team to a Community Hospital 
bed and in 83 cases referrers were advised to admit to 
secondary care. 

• The referral rates were: 55% same day, 29% within 
one day, 13% within 2 days and the remaining 3% 
within 3 days. 

• An estimated saving of £387,000 was achieved on 
avoiding secondary admissions. (The figure is based on a 
2011/2012 tariff for admitted patients care + outpatients 
procedures, i.e. primary diagnosis costing). 

Further details can be accessed at Compendium of good 
practice case studies via: http://www.nhsbenchmarking.
nhs.uk/projects/partnership-projects/National-Audit-
of-Intermediate-Care/year-two.php or http://www.
berkshirehealthcare.nhs.uk/ServiceCatInfo.asp?id=55 
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