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Interventions to reduce preventable hospital
admissions with a focus on cardiovascular or
respiratory conditions: protocol for an evidence
map and realist synthesis

Review team: Andrew Booth, Duncan Chambers, Anna Cantrell, Janette Turner, Liddy Goyder

® The review will address identified gaps in the evidence regarding the implementation
of interventions to reduce preventable hospital admissions.

® QOur mapping approach will support the construction of the most appropriate
sampling frame within which to explore and evaluate interventions to reduce
preventable hospital admissions.

® Subsequently our realist-based approach will allow a more nuanced examination of
the complexity surrounding implementation of interventions to reduce preventable
hospital admissions within a UK NHS-based context.

e We will engage with stakeholders to ensure findings have relevance for patients,
front-line clinicians, managers, and those commissioning services.

e We will employ a combination of systematic searches, cluster searching and
structured forays into the literature to identify the most useful and relevant
evidence to address the review objectives.

ABSTRACT

Introduction: Preventable hospital admissions (PHAS) divert valuable resources away from
much needed areas of service provision and result in an unnecessary burden for patients and
their families. Widespread geographic variations in admission rates for conditions where
admission is potentially avoidable are a cause of concern for commissioners and could
indicate inefficient care. Although several commentators have summarised the evidence base
for interventions to reduce PHAs it is unclear why similar interventions have proved
successful for some conditions, principally for cardiovascular and respiratory conditions, and
yet not for others. Comparatively little attention has focused on how to support the
implementation of interventions to reduce PHASs. Given this lack of understanding, this
evidence synthesis is designed to address the research question: With regard to the
implementation of interventions to reduce preventable hospital admissions for cardiovascular
and respiratory conditions: what works, for whom, how and in what circumstances?

Methods and analysis: To identify interventions to reduce PHAs and to explore which
interventions may work and in what contexts, we will conduct a mapping review and
realist evidence synthesis. We will engage with multiple sources of evidence and consult
with stakeholders about the differential effects of PHAs within the English NHS.



Following completion of the mapping review we will conduct the realist synthesis in 4
phases over 5 months.

Phase 1: we will construct an initial theoretical framework to explore plausible
explanations of factors that explain under what circumstances implementation is
successful.

Phase 2: evidence retrieval, review and synthesis guided by the theoretical framework;
Phase 3: testing and refining of programme theories, to determine their relevance;
Phase 4: formulating actionable recommendations about how interventions to reduce
PHAs should be implemented within NHS service delivery.

INTRODUCTION

Admissions to hospital increasingly contribute to pressure on health system resources
internationally. In the National Health Service (NHS), changes to commissioning
arrangements have increased the focus and drive to reduce hospital admissions . In 2012-13,
there were 5.3 million emergency admissions to hospitals, representing around 67% of
hospital bed days in England, and costing approximately £12.5 billion 2. This situation poses
a significant challenge to health services delivery as a potential source of unacceptable
variation. Contributing factors to health service pressures include the high, rising unit costs
of unplanned hospital admission compared to other forms of care, and because of the
disruption emergency admissions cause to elective health care, most notably in-patient
waiting lists, and to the individuals admitted®.

Over more than a decade the NHS has explored community, population and policy level
interventions aimed at reducing preventable hospital admissions but these have had little
impact on admission rates?. In 2012 Purdy et al summarised the evidence regarding
interventions that had exhibited success in reducing unplanned hospital admissions 3. In terms
of services to reduce admissions Purdy and colleagues found evidence of effectiveness for
education, self-management, exercise and rehabilitation, and telemedicine in certain patient
populations, mainly respiratory and cardiovascular®. Specialist heart failure services and end-
of-life care were also reported to reduce these admissions. However, case management,
specialist clinics, care pathways and guidelines, medication reviews, vaccine programmes and
hospital at home do not appear to reduce PHAs 3. There is insufficient evidence on the role of
combinations or coordinated system wide care services, emergency department interventions,
continuity of care, home visits or pay-by-performance schemes 3.

Thus, while the pattern of findings was mixed, Purdy’s systematic review revealed a fairly
consistent picture of reduction across different interventions targeting two particular types of
condition, namely cardiovascular and respiratory conditions 3. By way of comparison one of
the quality measures for accountable care organisations under the US Affordable Care Act is
to reduce preventable emergency admissions for three chronic medical conditions: chronic
obstructive pulmonary disease (COPD), congestive heart failure, and asthma®*. For this
interpretative review we consider these as “proven interventions” and seek to provide an in-
depth understanding of how interventions that have been shown to reduce admissions for
cardiovascular and respiratory conditions work in practice. This will include both (i) how the
interventions work to reduce unplanned admissions and (ii) how they seek to ensure that
admissions that are avoided are, in fact, unnecessary. The intention is also to identify some



potentially transferable lessons that might enlighten how to achieve comparable success in
other conditions or, at least, help in understanding factors that potentially explain when
comparable success is not realised outside these two focal conditions.

This review will fill a gap in the evidence base around successful implementation of
admission reduction programmes by focusing on understanding what works for whom, why
and in what contexts. We will investigate interventions that are currently used within the
NHS to manage cardiovascular or respiratory conditions to identify and explain what
particular features about them are more likely to (or not) promote a reduction in preventable
admissions. We are interested in what local service providers and commissioners can do to
optimise successful implementation of the so-called “proven interventions”. The findings
from this evidence synthesis will equip commissioners and service providers to effectively
implement interventions to reduce preventable admissions. We plan to use a realist approach
to identify and explain factors that contribute to successful implementation of interventions to
reduce preventable hospital admissions, looking at responses to interventions that involve
different mechanisms and different contexts. To the best of our knowledge this is the first
such example of a realist-based approach exploring these aspects of implementation.

BACKGROUND

Against a prevailing tide of short stay admissions, healthcare organisations in the UK

and other countries including the USA, Canada and Australia are trying different service
interventions to prevent and reduce preventable emergency admissions. Interventions include
risk prediction tools, case management, hospital care at home, telemedicine and different
ways of organising acute admissions in hospitals®.

How does one identify which admissions are avoidable? Researchers use the term
“Ambulatory care sensitive conditions” (ACSCs) to collectively describe “conditions for
which hospital admission could be prevented with care delivered in the primary care
setting”®. Even if the ACSC episode itself is managed well, an emergency admission for an
ACSC is often preventable by good quality primary and community care. Heart disease and
respiratory conditions represent two important ACSCs. The NHS outcomes framework
includes two indicators that measure the age-sex standardised rate of emergency admissions
per 100,000 populations for people of all ages, one for acute and the other for chronic
conditions. The focus of this review is on those chronic ambulatory care sensitive conditions
that relate to cardiovascular and respiratory conditions. The relevant indicator is, therefore,
“Unplanned hospitalisation for chronic ambulatory care sensitive conditions (all ages)
(NHSOF 2.3.i)”8. This indicator indicates how successfully the NHS manages long term
conditions such as diabetes, epilepsy and dementia, and specific to this review, (e.g. angina,
asthma, COPD), where optimal management can be achieved without necessitating
emergency admission . Understanding reasons for variation in emergency admissions for
ACSCs at national level may facilitate review of local service provision and identify potential
areas for improvement.



Table 1 - Conclusions on Intervention Effectiveness from: Purdy (2012)7

Intervention Positive No Effect Negative
1. Case management Heart Failure | Older People;
COPD
2. Specialist clinics Heart Failure | Older People;
Asthma
3. Community interventions Acutely at risk | Older People,

populations  (e.g.
Failure to Thrive
Infants, Heart
Failure).

mother and child
health and heart
disease

&

Care pathways and guidelines

General conditions;
specific diseases
(e.g.
gastrointestinal
surgery, stroke and
asthma).

5. Medication review

Older People,
Heart failure or
Asthma

Education and Self Management

6a. Education

Heart Failure

6b. Self-management | Adults with | Children with
asthma; COPD. asthma
7. Exercise and rehabilitation
7a. Pulmonary rehabilitation | COPD
7b. Exercise based cardiac | Coronary  heart
rehabilitation | disease
7c. Therapy based rehabilitation Stroke
7d. Fall prevention interventions Older People
8. Telemedicine Heart disease,
Diabetes,

Hypertension,
Older people.




Intervention S S
9. Vaccine programs

9a. Influenza Vaccinations Asthma;  Older

people

9b. Health Worker Influenza Older people

Vaccination
10. Hospital at home Older People
11. Finance schemes Insufficient data
12. Emergency department Insufficient data

interventions
13. Continuity of care Insufficient data
Key: © - Evidence that intervention reduces admissions; < - Equivocal or contradictory evidence;

& - Evidence that intervention does not reduce interventions

The phenomenon of unnecessary admission is complex - illustrated by the fact that proximity
to an A&E department increases the risk of admission (for example Purdy reports a 12%
higher rate of asthma admission for each kilometre that the patient is closer to the emergency
department °). Chronic diseases are independently associated with higher rates of admissions
8, Increased admission is also predicted by prior utilisation of health services, specifically the
number of previous hospital admissions and length of stay by a patient in the previous year,
and by less use of primary care °. Demographic factors, such as deprivation, may also explain
possible variation in admissions'®. Respiratory conditions have been reported to be
particularly vulnerable to meteorological factors and pollution, again associated with an
increase in admissions *.

Provision of primary care services is a further factor associated with admission rates; larger
practices have been found to have lower rates of emergency admissions, possibly because of
access to a wider range of services including acute care services'!. A King’s Fund report
documented a five-fold variation in out-of-hours admission rates between GPs, suggesting
that clinician factors must be taken into account when examining implementation strategies
for interventions that target the reduction of admission rates *.

Adopting a realist synthesis approach enables our review team to consider the widest variety
of potential additional contextual influences on the successful implementation of proven
interventions, including interactions within the complex adaptive healthcare system?2. For
example, attitudes and behaviours of individual patients and clinicians, organisational
policies, the availability of and access to primary care services are all appropriate aspects for
exploration. In common with many other complex service interventions, interventions to
reduce unplanned and unnecessary hospital admissions must be examined within the wider
context of large-scale transformation®3. Specifically, interventions to reduce preventable
hospital admissions should be conceived as operating within a complex adaptive health
system**. In unravelling such complexity a review team needs to extend their evaluative
frame beyond the effectiveness evidence, particularly as this is well summarised elsewhere,
to achieve a more nuanced consideration of contextual influences on implementation, the
mechanisms underpinning interventions and their differential impact on reducing
interventions?®.,




RESEARCH QUESTION AND AIMS

With regard to the implementation of interventions to reduce preventable hospital admissions
for cardiovascular and respiratory conditions: what works, for whom, how and in what
circumstances?

The main aims are:

1. To identify and map the different interventions that could be used to reduce preventable
hospital admissions, with a particular focus on cardiovascular and respiratory conditions in
the NHS (as identified by Purdy, 2012), including particularly close examination of
underpinning mechanisms that explain how these work in practice.

2. To explore the diversity of types of impact of these interventions in different healthcare
settings, including their interactions with other healthcare agencies and organisations,
paying particular attention to contextual influences.

3. To investigate ways to help NHS managers and commissioners to select, implement and
evaluate appropriate interventions likely to achieve most benefit in terms of reduced
hospital admissions and other relevant outcomes.

4. To generate actionable recommendations to inform selection of appropriate interventions
for reducing PHAs, specifically for cardiovascular and respiratory conditions but also,
more broadly, for ambulatory care sensitive conditions.

5. To identify potential knowledge gaps within the research and practice agendas with a view
to stimulating further development of the evidence base via future research and evaluation.

THEORETICAL CONSIDERATIONS
A realist synthesis has been designed as an appropriate approach to answer the review
question and aims. Realist synthesis draws on a rich and diverse evidence base to establish
whether interventions work or not, how, in what contexts and for whom?®. In the specific
context of implementation it offers the potential to identify and then provide practical
solutions to, and/or explanations about, barriers that might result in suboptimal utilisation of
interventions?’.

Realist synthesis positions itself within a critical realist view of causality in the social
world®8. Within this realist synthesis, we seek to construct, test and refine a programme theory
of causal explanations about how interventions to reduce hospital admissions actually work.
Subsequently we plan to draw upon mid-range theories to explain how programmes work, or
not, through examining patterns of admissions associated with different interventions and
contexts °. We will engage with stakeholders in order to formulate and refine programme
theories 1" and thereby unpack complex, contextually contingent issues as the specific intent
of this review.

Realist syntheses are theory-driven. We will use the synthesis to test a programme theory,
capturing the complexity of interactions to offer an explanatory account of how interventions
for reducing PHAs work. Our team will develop an initial theoretical framework, informed by
the mapping review of the evidence and consultation with stakeholders. The framework will
provide a provisional (hypothetical) explanation of what works and the impact of
interventions for reducing PHAs. We will generate this explanation by investigating literature
and evidence from separate but interlinked disciplines, around four theory areas: the factors
that cause patients to seemingly require admission; factors that cause practitioners to



recommend admission, the characteristics of the intervention and their underlying
mechanisms and the mechanisms associated with implementation. We will first unpick each
of these four areas separately and then we will reconstitute the evidence base into a series of
causal pathways linking the Motivations (of practitioner and patient) to their respective
Capabilities (e.g. Suppressing Risk Averse Behaviour; Self Management), the Opportunities
provided by the Intervention itself and the Behaviours required for successful
Implementation®®.

We are interested in identifying the full range of intended and unintended outcomes from
interventions to reduce PHAs. Such impacts may relate to morale and motivation, patient
satisfaction, financial operability through to less measurable outcomes such as improved
knowledge and understanding, attitudes and insights, and changes in managerial and
organisational behaviour.

METHODS

We will combine three different analytical approaches. First, we will undertake a mapping
review to document all identifiable interventions with the intended outcome of reducing
PHAs from the UK, as well as from the US, Canada, Australia and New Zealand. Our
literature search will focus on studies published from 2010 onwards in recognition of the
major King’s Fund review which appeared in that year!. However large, high quality and
influential studies published prior to this publication date will be identified and accessed via
reviews and reference lists of included studies.

Second we will use a best fit framework synthesis approach 2° to guide our analytical lens and
thereby inform our data extraction, The exact source of this framework will be determined
from a supplementary search for conceptual frameworks. However, it seems likely that it will
derive from either a generic theory of behaviour change e.g. the COM-B framework'®, from a
generic implementation model?* or from a conceptual model/logic model specifically related
to the problem of preventable hospital admissions?.

Finally, we will follow recognised methods for the conduct and reporting of realist synthesis.
This synthesis will be conducted in four phases over 5 months
1. Programme theory development.
2. Evidence search, retrieval, review and extraction.
3. Programme theory testing and refinement through evidence synthesis.
4. Development of actionable recommendations.

While these phases are described sequentially, in practice there is considerable overlap
between them.
However, stakeholder engagement is embedded throughout. The study advisory group will
guide on policy and organisational engagement. Members of the group will include senior
representatives from health, social care and public services with first-hand experience of
service planning and delivery. Additionally, patient and public involvement (PPI)
representatives will inform programme theory development, interpretation and dissemination
of findings. Throughout the project we will mobilise knowledge, for example, through social
media, engagement and dissemination activities.



Phase 1: programme theory development

We will construct the review’s initial programme theory from evidence identified within our
initial sampling frame in consultation with stakeholders. Stakeholders will be identified
through consultation with the NIHR HS&DR Programme team and through local clinical
networks. We will use logic modelling approaches?® 24 in seeking to understand the complex
adaptive systems within which interventions to reduce preventable admissions operate. We
will share nascent programme theory in telephone interviews with commissioners, managers
and front-line practitioners to build upon our initial interpretations and to ensure that we have
sufficiently captured variations in interventions across diverse organisational settings and
health services. The resulting initial programme theory will provide an initial explanation of
the complexity of seeking to achieve reductions in unplanned admissions using diverse
interventions.

From an initial scoping search in the topic area of preventable admissions, with a particular
focus on UK studies, we have identified potential key articles to inform our initial exploration
of programme theory (Table 2).

Table 2 - Articles to Inform Initial Programme Theory Development

Author (Date) | Country Study Design Methodology
Fry e al| UK Qualitative Interviews with 11 patients who had participated
(2016)% Framework in an  ethnographic  study  of heart
Analysis failure focusing on  unplanned  hospital
admissions
Laue et al?® Seven countries | Thematic Seven focus groups with 53 GPs from urban and
(Norway, Germany, | analysis rural areas
Wales, Poland,
Russia,
Netherlands, China
(Hong Kong)).
Laue et al | Norway Thematic Interviewed 19 patients with COPD using
2017% analysis qualitative semi-structured interviews
O’Cathain et | UK Sequential Routine data and in-depth case studies
al  (2014)%, Mixed Methods
O’Cathain et
al (2016)%°
Purdey & | UK Literature Not Specified
Huntley Review
(2013)%
Risor et al 3! Seven countries | Grounded theory | 142 urban and rural GPs and hospital-based and
(Norway, Germany, | approach out-patient-clinic respiratory physicians in 21
Wales, Poland, focus group discussions (FGDs)
Russia,
Netherlands, China
(Hong Kong)).
Romero et al | USA Comparative Not Specified
(2009)% Study
Simmonds et | UK Qualitative study | Semi-structured interviews with purposive




al (2012)%

sample of 19 health and social care professionals
from three primary care trusts, two acute
hospitals, social services and an ambulance
service in the South West of England.

Simmonds et | UK Multicentre, Ethnography of 31 patients with severe or

al (2015)* longitudinal, difficult to manage heart failure followed for up
patient-led to 11 months; 9 carers; 55 healthcare
ethnography. professionals.

Smeets et al | Multiple Qualitative 18 qualitative studies

(2016)% evidence
synthesis

Walsh et al | UK Qualitative Semi-structured interviews with 20 health and

(2013)%8 Framework social care professionals with experience of
Analysis older people's admissions.

Wee et al | Singapore Conceptual Describes framework of (1) conceptualization —

(2017) paper with respect to intervention components and the

population of interest; (2) manner and context of
implementation; and (3) evaluation — how
implementation  processes  impact  health
outcomes.

Phase 2: evidence retrieval, data extraction and evidence synthesis

In phase 2, we will build upon our initial evidence map to search for relevant evidence related
to interventions for preventable hospital admissions in order to test and refine the programme
theory. We will screen identified evidence for relevance and then undertake data extraction
and charting (Table 3). The realist approach enables a test-retest approach to programme
theories in order to determine the extent to which other literatures identify transferable
mechanisms that operate across other contexts, cultures and organisations. We will target
details of UK initiatives, building up a rich understanding of study context through
identification of “clusters” of related reports. Where we identify links to the wider non-UK
literature, through citations, shared terminology or theoretical connections we will drill down
into the relevant evidence base. These “forays” into the literature will be documented and
explored in a systematic manner. Additional supplementary searches will be undertaken as
further information needs emerge.

Table 3- Theory Areas

Elements of
Implementation

Contributing Behaviours Elements of Intervention

GP Risk Averse Behaviour | Reassurance Peer review, Mentorship

Search strategy

A realist approach will allow us to engage with the widest variety of evidence sources. To
ensure relevance, our formal bibliographic search of MEDLINE, CINAHL, HMIC,
EMBASE, Web of Science and the Cochrane Library. will cover the period from the seminal
King’s Fund report, Avoiding hospital admissions What does the research evidence say?*’
(152 citations) to the current date (August 2017). We believe that this year range is justified



by the specific focus of this review on implementation; an implementation context is a
continually mutable backdrop within which to evaluate the introduction of a complex
intervention. Transferability of findings would be compromised by introducing too much
variability within the evaluation framework. We will therefore privilege recent initiatives and,
specifically, those that have been evaluated within a UK context. Nevertheless, the review
methodology preserves the potential for engaging with the wider literature through coverage
of reviews that extend the time and geographical limits beyond the formal sampling frame.
The UK focus will also be strengthened by examination of the catalogues of the Health
Service Management Centre at the University of Birmingham, the King’s Fund Library and
Health Management Online (NHS Scotland).

Search terms will be developed from previous systematic reviews®: 3 40 and adapted for each
information source. The search terms for avoidable hospital admissions/preventable hospital
admissions will be constructed from an exhaustive list of synonyms and variants from the
titles of relevant documents and search strategies of previous reviews.

Population | Exposure Interventions | Implementation Outcomes
Unscheduled Case (implementation or Prevent(ion)/Reduced/
Management implementing).ti,ab. Reducing hospital
admissions
Ambulatory Avoidable dissemination or | Hospitalization/
Care Sensitive disseminating).ti,ab.
Conditions
Angina Unplanned Self (research adj2 | Admission Avoidance
Management integration).ti,ab.
Asthma Unnecessary Avoidable Admission
Chronic Preventable
obstructive
pulmonary
disease
(COPD)
Congestive Unnecessary (transfer* adj2
heart failure Procedures/ knowledge).ti,ab.
Hypertension Barrier$.ti.
Primary  Care Facilitator$.ab.
Sensitive
Conditions
sustainability.ti,ab
((change or changing)
adj (behavio?r or
practice)).ti,ab.
(research adj2
utili?ation).ti.ab.




"research into
practice".ti,ab.

"knowledge to action™.ti,ab.

Additional search terms will focus on implementation issues and consequences. We will
engage with the wider literature regarding implementation and large scale organisational
change, including evidence reviewed by our two associated teams in relation to the New
Models of Care Programme. We will also conduct internet searches for grey literature, such
as project reports related to national and local initiatives, and will vigorously pursue
associated evaluative data on these initiatives. In line with current realist search guidance*
we will use snowballing techniques*? and cluster searching®® supplemented by the expertise
of stakeholders to ensure that all relevant evidence is incorporated within our final analysis.

Inclusion and exclusion criteria

Our search strategy will follow the most recent guidance for a realist search in combining
construction of a prescribed sampling frame with subsequent purposive searches to test the
programme theory and inform further refinement of our explanations*!. We will seek to
optimise relevance and rigour®® by including items contributing to programme theory as well
as reports from local and national initiatives, systematic reviews and key intervention studies.
We will also search for evidence to help us to understand local settings and context, against
the backdrop of widespread large-scale NHS transformation and emerging new models of
care.

In a realist synthesis, evidence is only excluded if it does not relate to, or inform the
development of the programme theory; however, the practical focus of this review requires
that we exclude evidence with limited transferability to the NHS, such as avoidable
admissions in low- and middle- income countries. In line with this decision we have pre-
specified five countries from which we will admit direct evidence to the review, namely the
UK, US, Australia, Canada and New Zealand. However, we will engage with the wider
evidence base through systematic reviews, opinion pieces and direct reference to individual
study reports, particularly where authors establish a connection to the UK context. We will
use explicit inclusion criteria for our sampling frame to ensure consistent study selection by
the review team.

Data extraction

We will develop purpose-designed data extraction forms using a systematically identified and
appropriate best fit framework as the structure for interrogating the theories. We will extract
data only if the evidence meets the test of relevance to the programme theory. A selection of
included data will be validated by a second member of the team.

Synthesis
We will refine our initial logic model and organise extracted data into evidence tables to
represent the different bodies of literature. By reconceptualising interventions for preventable



hospital admissions (PHAS) against different frameworks, relating to behavioural change and
implementation, as lenses we will be able to identify underlying structures and emerging
patterns to reduced and non-reduced admission, seeking confirming and disconfirming
evidence. These patterns will be linked to develop programme theory which provides an
explanation of factors critical to the implementation of interventions to reduce PHASs. The
resultant hypotheses will function as synthesised statements of findings around which we will
develop an explanatory narrative referenced to the underpinning evidence base. Our reference
management database and accompanying data extraction spreadsheets will collectively offer
a comprehensive evidence base relevant to interventions to reduce PHAS to support a set of
hypotheses to be refined within phase 3.

Phase 3: testing and refining the programme theory

To refine the programme theory, and the accompanying evidence-based narrative, we will
conduct telephone or face to face interviews with stakeholders including patient
representatives, clinical staff, GPs and other managers. Informants will provide different
perspectives relevant to the review question, including different local organisational and
population contexts and service settings. We will follow recognised procedures for the realist
interview* in order to elicit stakeholder views on the resonance and consequent
trustworthiness of the resultant programme theory. PPl representatives will offer a
complementary service user perspective and will be engaged at critical points throughout the
project lifespan.

Phase 4: actionable recommendations

Within this phase, we will take our findings to potential stakeholders including patients,
clinicians, service providers and those commissioning services. We will aim to develop a set
of actionable recommendations and an evidence informed framework of what works for
whom, and in what context in connection with the implementation of interventions to reduce
UGAs. We will achieve this through meetings and teleconferences, and using existing fora to
bring together interested parties.

ETHICAL ISSUES
Interviews will be undertaken with NHS staff and will not therefore require ethical review
from the NHS. Other stakeholders, including public representatives will be engaged through
involvement in existing Reference panels and their input will be in line with their current
roles. University of Sheffield ethics and governance approval will be obtained subject to
advice from the relevant institutional officers.

PATIENT AND PUBLIC INVOLVEMENT (PPI)
We will involve patients and members of the public through a newly formed Sheffield
Evidence Synthesis Centre PPI group. The exact degree of involvement will be decided in
conjunction with the group members but as a minimum we will ask the members to comment
on plain language summaries and other relevant outputs and to give their perspective on
relevant contextual factors and key messages for the NHS.



PROJECT OUTPUTS
Using our synthesis findings, we will compile a set of implementation resources, including:

A final research report, using vignettes from identified case studies to illustrate findings, and
a conceptual framework for managers around implementation of interventions to reduce
PHAs.

A briefing paper on implementation for managers and commissioners.
A lay summary of the final report.

In addition, subject to other demands on the Evidence Synthesis team we will consider
publishing an open-access peer reviewed publication and other approaches to more
widespread publication as identified by the newly formed Sheffield Evidence Synthesis
Centre Dissemination and Impact Working Group.

The Dissemination and Impact Working Group will develop an impact action plan and keep
this under review throughout the duration of the Evidence Synthesis Centre programme.
We will seek to capture uptake of project outputs through relevant metrics such as numbers
of downloads (subject to availability of data) and citations. Use of project outputs in
commissioning briefs and resulting funding bids can be taken as evidence of uptake to
support development of the HS&DR research agenda. We will also seek advice from NHS
stakeholders and the PPI group on methods of maximising uptake and use.

Specifically, the evidence map and realist synthesis will provide:

1. A map of current and recent UK initiatives for reducing PHAs, linked to heritage
initiatives from the UK, US, Australia, Canada and New Zealand. This will document how
interventions work and their intended and unintended outcomes, therefore, facilitating
managers, commissioners and policymakers to understand critical factors for successful
implementation locally, together with key assumptions on how they are supposed to work.

2. An explanatory account of the impact of contextual influences on the effectiveness of
interventions to reduce PHAs. Context-sensitivity is known to be critical to the outcomes
of complex health service delivery interventions. The synthesis will provide managers and
policymakers with practical information to facilitate local adoption, contextualisation and
adaptation.

3. An evidence-informed framework, extending beyond the specific context of
cardiovascular and respiratory conditions, to suggest transferable findings that relate to
other ambulatory sensitive chronic conditions, thereby facilitating appropriate and
effective utilisation of admission services. Our stakeholder engagement means that
managers will be able to co-produce these development strategies with the project team
and with front-line staff and patient representatives.

DISCUSSION

Effective utilisation of acute hospital services has emerged as a key narrative in contemporary
health services research. This synthesis is important for patients, families, clinicians, front-
line managers and commissioners of health services as the health service contends with
increasing demands, especially on emergency services. This review will address questions of
practical relevance to service delivery managers, clinical staff and decision makers, including



identifying the critical success factors for successful implementation of interventions to
reduce PHAs and how these might impact on organisational efficiency, quality of care and
patient satisfaction.

Our findings also hold the potential to improve patient outcomes, although distally from the
focus of our study. The link between preventable hospital admission and other aspects of care
is intuitive but extremely challenging to demonstrate. Nevertheless, we believe that
establishing a link between particular implementation strategies and successful impact of the
chosen intervention(s) will hold the potential to contribute to wider quality improvement and
to relieve some of the pressure on constrained NHS services. Our work will be of direct
benefit to health and social care services in providing a resource to inform implementation in
general, and specifically for ambulatory care sensitive conditions. ldentification of factors
(i.e. barriers and enablers) and associated contextual influences that impact on the success of
interventions will subsequently enhance managers’ professional judgements and decision-
making processes.

Proposed Timescale

2017

Aug 2017
Sep 2017
Oct 2017
Nov 2017
Dec 2017
Jan 2018
Feb 2018
Mar 2018
April 2018

First Draft of Protocol

Identification of review
team

Protocol to HS&DR
team

Confirmation of Protocol
and Scope

Programme Theory
Development

Evidence Retrieval

Data Extraction

Evidence Synthesis

Testing and Refining
Programme Theory

Production of Actionable
Recommendations

Submission of Final
Report




Draft Logic Model

Program Name: Avoidable Emergency Admissions

Population Served: People with cardiovascular or respiratory conditions for which hospitalisation is generally preventable

Program Vision: Reduction of emergency admissions for Ambulatory Care

Sensitive Conditions

Population Needs to be Addressed by Services: Safe management of chronic cardiovascular and respiratory conditions without unnecessary stress or anxiety for patients or

carers

**Services Resources Outcomes Indicators Measurement
Case Management Training of GPs. | Avoidable Hospital | “Unplanned hospitalisation for chronic ambulatory care | Routine Statistics
Telemedicine algorithms or risk | Admissions sensitive conditions (all ages) (NHSOF 2.3.i)”.

Hospital at Home | assessment systems, | Hospital Admissions

Intermediate Care | advice and support | Reassurance and Risk

Integrated primary and | lines. levels amongst

secondary care Paramedics, GPs and

Acute Assessment Units

other Health Staff
Quality of Care

Stress and Anxiety Measures

Self Management

Education of
patients, advice and
support lines

Self Management
Patient Self Efficacy
Health Literacy
Patient Anxiety and
Stress

Carer Anxiety and
Stress

Stress and Anxiety Measures

** Service Assumptions: If paramedics, GPs or other health care staff are confident that there is no additional risk to the patient and the patient and family are managed

without stress and anxiety then the patient can be managed at home without requiring hospital admission
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