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Background. There is debate worldwide about the best way to manage increased

healthcare demand within ageing populations, particularly rising rates of unplanned

and avoidable hospital admissions.

Objectives. To understand health and social care professionals’ perspectives on

barriers to admission avoidance throughout the admissions journey, in particular:

the causes of avoidable admissions in older people; drivers of admission and barriers

to use of admission avoidance strategies; and improvements to reduce unnecessary

admissions.

Design. A qualitative framework analysis of interview data from a System dynamics

(SD) modelling study.

Methods. Semi-structured interviews were conducted with twenty health and social

care professionals with experience of older people’s admissions. The interviews were

used to build understanding of factors facilitating or hindering admission avoidance

across the admissions system. Data were analysed using framework analysis.

Results. Three overarching themes emerged: understanding the needs of the patient

group; understanding the whole system; and systemwide access to expertise in care

of older people. There were diverse views on the underlying reasons for avoidable

admissions and recognition of the need for whole-system approaches to service

redesign.

Conclusions. Participants recommended system redesign that recognises the specific

needs of older people, but there was no consensus on underlying patient needs or
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specific service developments. Access to expertise in management of older and frailer

patients was seen as a barrier to admission avoidance throughout the system.

Implications for practice. Providing access to expertise and leadership in care of frail

older people across the admissions system presents a challenge for service managers

and nurse educators but is seen as a prerequisite for effective admission avoidance.

System redesign to meet the needs of frail older people requires agreement on causes

of avoidable admission and underlying patient needs.

Key words: admission avoidance, frailty, framework analysis, hospital admissions,

older people, system dynamics modelling

What does this research add to existing
knowledge in gerontology?

• Professionals’ assumptions about patient needs and

service development were not shared across profes-

sional groups and services.

• Although professionals acknowledged the need for

whole-system service redesign, this study revealed that

professionals had only a partial understanding of the

whole admissions system.

• Lack of expertise in care of older people was seen as a

systemwide limitation on development and delivery of

admission avoidance services.

What are the implications of this new
knowledge for nursing care with older
people?

• The nursing profession must consider how expertise

and leadership in care of older people can be devel-

oped across the healthcare system.

• Nurses with expertise in care of older people to

disseminate and develop effective interventions which

acknowledge the specific needs of frail older people.

How could the findings be used to influence
policy or practice or research or education?

• Whole-system approaches, which use knowledge and

expertise from across services and professions to build

system-level understanding, are necessary for service

planning.

• Service managers should consider how available

expertise should be best deployed at key points in the

patient journey.

• Inter-disciplinary work is needed to build a consensus

on the causes of and most effective responses to

avoidable admission.

Introduction

Ageing populations increase demand for health care, largely

as a consequence of increased prevalence of chronic disease.

Managing this demand, particularly unplanned hospital

admissions, has become a priority for health services world-

wide (Singh, 2008; World Health Organisation, 2008;

Gillam, 2010; Robinson, 2010; White, 2010; Comptroller

& Auditor General, 2013). Nurses and nursing services are

often at the centre of admission avoidance strategies. In

recent years, a range of services, many led or delivered by

nurses, have been introduced to reduce unplanned hospital

admission in older people. Although approximately 20–35%

of emergency admissions are thought to be avoidable if

appropriate alternative services are available (McDonagh

et al., 2000; Purdy et al., 2009), admission avoidance inter-

ventions have failed to reduce unplanned hospital admissions

in older people (Health Services Management Centre, 2006;

Wanless et al., 2007; Kmietowicz, 2010; Comptroller &

Auditor General, 2013). The provision of effective alterna-

tives to acute admission remains a key challenge for the

nursing profession. Given financial pressures on public

services and recent calls to prioritise research on the optimal

organisation of prehospital care (Carpenter et al., 2011), it is

timely to consider how services might be best organised to

optimise admission avoidance for older people and particu-

larly the role of nursing in achieving this goal.

Ill-defined conditions provide a useful model for under-

standing avoidable admissions (Wanless et al., 2007; Walsh

et al., 2008; Jones, 2009). These admissions1 are rising

rapidly in older people, account for a substantial proportion

of unplanned medical admissions internationally (Walsh

et al., 2007, 2011; Condelius et al., 2008) and are associated

with adverse outcomes (Hastings et al., 2009), ambulatory

care sensitive conditions (Purdy et al., 2009), admission to

1Those coded with an R prefix within Chapter XVIII ‘Symptoms, signs

and abnormal laboratory findings’ of the ICD–10 (WHO, 1994).

2 © 2014 John Wiley & Sons Ltd

B. Walsh et al.



nursing homes (van Rensbergen & Nawrot, 2010) and high

service use (Condelius et al., 2008). It has also been argued

that they represent a failure of community management and

their prevalence necessitates examination of the services

provided for older people at every stage of the admission

process (Thomas, 2008). This analysis utilised data from a

system dynamics (SD) modelling study which explored

admission pathways for older people with ill-defined condi-

tions to explore professionals’ perspectives on admission

avoidance for older people. Given that these functional and

symptom-based diagnoses may lend themselves to nursing

intervention, this analysis has particular relevance for the

nursing profession.

Aims and objectives

This secondary qualitative analysis aimed to explore profes-

sionals’ views on: the drivers of avoidable admission in older

people; the barriers to and facilitators of admission avoidance

operating within different parts of the system; and system

improvements to improve admission avoidance strategies.

Methods

This paper presents a qualitative analysis carried out within a

larger programme of work using Operations Research (OR)

methods, specifically system dynamics (SD) modelling

(Dangerfield, 1999; Rosenhead & Mingers, 2001), to explore

the organisation of services for admission and admission

avoidance. SD modelling is a well-established approach to

describing complex systems and may, in its quantitative

phase, be used for predictive simulation modelling of

different service organisation scenarios. SD modelling has

been used to explore the complexities of healthcare demand

(Lattimer et al., 2004; Taylor et al., 2005) and is consistent

with the whole-systems approaches recommended as a

research priority in emergency care (University of Sheffield

Medical Care Research Unit, 2010). The quantitative simu-

lation phase is informed by a qualitative phase, which

combines structural analysis of organisational processes with

personal accounts of system functioning to deepen under-

standing of problems and generate potential solutions. In the

qualitative phase, the intention is for both researchers and

participants to develop their understanding of the system and

therefore useful insights may emerge from this phase (Taylor

et al., 2005).

The SD programme of work utilised a qualitative phase

designed to build a detailed map of older people’s actual and

potential pathways through the urgent care system (Fig. 1)

for a quantitative modelling exercise. Beyond this original

purpose, the interviews represented a rich data source, as

described by Taylor et al. (2005), relating to decision-making

and understanding around avoidable admission, which forms

the basis of this secondary analysis.

The qualitative data used for this analysis resulted from

semi-structured interviews covering the following topics:

system components, routes through the system for older

people, relationships between components, bottlenecks, fac-

tors shaping the current system, decision-making about

transitions, how services could/should be structured to best

meet patient needs, the nature of patient needs, barriers to

change, capacity of the system and the role of the profes-

sional. These topics were developed with the SD programme

advisory group. These domains also provided an organising

structure for the framework analysis of the data. Interviews

centred on a draft system map printed on A3 paper and used,

in conjunction with the interview topic guide, as a focus for

discussion. The starting point for the interviews was to
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Figure 1 Map of patient pathways through the unscheduled care system.
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identify the routes through which patients could be directed.

The participants were encouraged to add to/modify the map

by drawing new components, links or influences and anno-

tating the map. The interviews continued, using progressively

detailed conceptual maps, until no new information was

being added to the map. This final map formed the basis of a

computer model (in preparation). Through discussion of

these issues in relation to the map, factors influencing

admission decisions were elucidated.

Interviews were carried out within one regional health

economy in England, comprising acute hospitals, integrated

health and social care services, ambulance and out-of-hours

services and the voluntary sector. Professional stakeholders,

chosen because of their involvement in older people’s

admissions, were recruited by telephone and e-mail from

key organisations within this geographical area, including

NHS acute hospital and primary care providers, ambulance

service, out-of-hours (OOH) services, general practitioner

(GP) services, social and voluntary care agencies. Recruit-

ment was initially by purposive sampling and then by further

snowball sampling ensuring that, as participants identified

additional components of the urgent care system, profession-

als with experience in these areas could be recruited and that

sampling was not limited by preconceptions about the

relevant components of the system. An important aspect of

older people’s unplanned admissions is that they will

encounter a range of specialist and generic services and

professionals, and the sample reflects this range. The partic-

ipants were therefore able to provide insight into barriers to

admission avoidance across the community, unscheduled

care, emergency, intermediate and acute care and specialist

older people’s services. Older people were defined as aged 65

and over, but discussion was not restricted to a particular

type of patient or clinical setting, allowing different perspec-

tives and experiences to be explored.

Interviews were carried out by a researcher with clinical

and research experience of care of older people (BW). They

lasted approximately one hour, were recorded, and each

system map was extensively annotated during each interview.

Both the recordings and their accompanying annotated

system maps were used for this secondary framework

analysis, which was carried out manually due to the need

to relate comments to the annotated system map. Intertwined

with the rational, purposeful collection of data on the patient

pathways, interviews generated rich descriptions of the

system as experienced by health professionals (Rapley,

2004). In seeking to explore how organisational and patient

factors impact upon admission decisions, the researcher

created space for views and beliefs to be shared, particularly

about needs and concerns underlying such admissions. This

active approach to data collection allowed the range and

complexity of meanings to be revealed and minimised the

influence of predetermined agendas (Holstein & Gubrium,

1995). This was important given the need to develop an

understanding of the system and its influences as they operate

in practice rather than as they are conceptualised by policy-

makers.

A framework analysis was adopted (Green & Thorogood,

2004; Ritchie & Lewis, 2006) because it facilitates explora-

tion of issues of interest for policy-makers and service

managers, whilst allowing new themes to emerge and is

suited to research with specific research questions about a

priori issues, as in this case. Using the sequence of analysis

described by Pope et al. (2006), content was first indexed and

then allocated to topic groups identified within the interview

framework and overarching themes were identified. The data

were analysed independently by two members of the research

team (BW and JW), and agreement was reached on index

themes. Prespecified domains were used as an organising

framework for the analysis, with thematic analysis exploring

issues emerging across these domains (Table 1). The frame-

work analysis approach ensures that data pertaining to all the

issues of interest are captured, but that a comprehensive

analysis is performed (Ritchie & Lewis, 2006). In this paper,

we present the findings in relation to professionals’ views on

factors underlying unplanned and avoidable admission and

the systemic barriers to admission avoidance.

Ethical issues

Interviewees volunteered to participate and all gave informed

consent. Due to the unique nature of some roles, in the

following text, participants are identified only by professional

group to maintain confidentiality.

Findings

Twenty-five people were approached to participate, of whom

three (all nurses) refused and two consented but could not

participate due to work commitments. Twenty people were

interviewed, including nurses (5), doctors (3), specialist nurses

(4), paramedics and emergency care practitioners (3) and

health and social care service managers (5). Their workplaces

included acute admissions, including ED, internal and geriat-

ric medicine acute wards (7), community health services (7),

social care and voluntary sector (2), out-of-hours and ambu-

lance services (4), although eight had experience in more than

one service or sector. Due to the diversity of services involved

in admission of older people to hospital, few of the partici-

pants worked exclusively with the older age group, but all had

4 © 2014 John Wiley & Sons Ltd
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regular contact with older people experiencing emergency

medical admissions, the patient group of interest.

The following themes relating to systemic issues emerged

from the framework domains (Table 1) through analysis of

both interviews and the annotated draft conceptual maps

developed in each interview: understanding the needs of the

patient group; understanding the whole system; and system-

wide access to expertise in care of older people. It can be seen

that themes cut across the domains and have broad relevance

to the issue of admission avoidance for older people.

Understanding the needs of the patient group

Participants agreed that an ageing population, and its associ-

ated increase in prevalence of chronic disease, disability and

frailty, is a driver of unplanned admissions. This view is

broadly in line with UK Department of Health policy, which

promotes chronic disease management as a means to reduce

avoidable hospital admissions. However, this analysis revealed

complex interpretations of the nature and impact of ensuing

health problems. Perceptions of the relationship between

ageing, chronic disease and hospital admissions differed

according to the setting and amount of experience in caring

for older people. Some participants, largely from acute and

social care sectors, reported that the ageing population

experiences high levels of social problems, loneliness and carer

burnout. Participants therefore assumed that admission, par-

ticularly for ill-defined conditions, results from these problems:

the classic ‘gone off feet’ diagnoses, which often turns out to be what

I would call a social admission (P10, nurse)

However, for other participants, notably those with

experience in care of older people, there are physical issues

specific to older patients, characterised by multiple chronic

illnesses, non-specific disease presentation and complexity of

symptoms. For this group of professionals, both patients and

non-specialist healthcare professionals lack understanding

about what to expect in terms of normal fluctuations in

condition, the nature of chronic diseases, their signs and

symptoms, and needs emerging from multiple morbidity and

frailty in older people. In addition, some participants

distinguished between acute illness, requiring admission to

acute hospital, and exacerbation or deterioration of the

chronic condition. The concept of unstable chronic condi-

tions appeared to be important in this view, and the term

‘frailty’ was widely used by these participants. For many

participants, limited proactive chronic disease management

was therefore explicitly identified as a factor predisposing to

admission:

A lot of these patients will have chronic, long-term conditions that

are not stable (P11, Manager)

An ageing population was therefore viewed as resulting in

changing healthcare needs that are, crucially, not recognised

within systems historically set up for a different, more acute,

patient population:

you get a higher percentage of older people in a medical ward now . . .

but it [the system] doesn’t cater for them now (P05, Nurse)

For a small number of the participants with specific

expertise in care of older people, the policy assumption that

such admissions are avoidable was questionable. They argued

that multiple pathology, non-specific deterioration and com-

plex symptoms might necessitate hospitalisation to allow

proper investigation. Their view was that such admissions are

only seen as problematic when viewed outside this paradigm,

Table 1 Themes emerging within the analysis framework

Framework domains

Index themes

Understanding the needs of the

patient group

Understanding the whole

system

Systemwide access to expertise in care of older

people

Reasons for avoidable

admission

Ageing population Atypical and

complex needs

Lack of proactive care

Lack of continuity

Lack of knowledge about frail older people and their

needs

Drivers of admission Risk avoidance Complexity and

fragmentation of services

Lack of alternatives to

admission

Lack of skills and knowledge to manage the patient

group in the community

Barriers to admission

avoidance

Failure to recognise patient

demographic

Lack of appropriate services Lack of elderly care expertise in service planning and

delivery

System improvements Services for the frail elderly Increased non-acute

capacity

Improved continuity

Whole-system reform

Need for elderly care expertise and leadership in

service planning

© 2014 John Wiley & Sons Ltd 5
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for example, in general or emergency medicine settings. They

argued that admission avoidance might be more rather than

less difficult in these patients due to their complexity, a direct

contrast to the current policy perspective.

Importantly for planning admission avoidance services, this

theme generated the greatest diversity of views, and there was

no consensus on the underlying reasons for avoidable admis-

sion. Participants’ conceptualisations of these admissions

covered social, psychological and physiological aspects of

ageing. Professionals with specific expertise in care of older

people had a greater focus on the physiological impact of

multi-morbidity and the consequences for symptom experi-

ence. This appeared to drive their more complex,multi-faceted

explanations for this type of admission, which they felt were

not reflected in current approaches within the admissions

system and were not understood by other health professionals.

Understanding the whole system

An important finding was that few participants advocated

development of new services. Participants felt that capacity of,

and access to, existing services and the ability of services to

meet the specific needs of older people was more important.

Interviewees felt that a lack of supportive services for patients,

poor continuity of care and lack of information available to

urgent care services reinforced risk-averse behaviours, with

consequences for admission rates. Many participants felt that

this had become a driver of admissions for frail older people

and that services needed to be redesigned for this group to

ensure that continuity of care was possible. The majority of

participants from all professional groups emphasised that lack

of capacity in community-based nursing services was a major

limiting factor in admission avoidance. Related to this was the

observation that services fail to meet the needs of older people

due to the inability to access care as opposed to medical

assessment or treatment. Improved access to and capacity of

intermediate carewould, itwas argued, remove amajor barrier

to admission avoidance:

sometimes they just need taking care of, they need someone to take

care of them (P04, Manager)

Even where admission avoidance services were in place,

participants highlighted the increasing complexity and

fragmentation of unscheduled and community care services.

Service complexity was characterised by the proliferation of

services, different access and referral procedures over time

and geographically, varied criteria for admission to services

and boundary issues between health and social care. For

example, provision outside normal GP hours appeared to be a

particular barrier to admission avoidance, and the loss of the

GP gatekeeper function during these periods was thought to

drive admissions, but no other professional group or service

had successfully adopted this function:

ideally they [ill-defined patients] wouldn’t go through out-of-hours

. . . I mean ideally they’d be seen by a GP who knows them (P01,

Doctor)

The degree of complexity is reflected in the conceptual map

that emerged from the system dynamics modelling study

(Fig. 1). It should also be noted that elements of this final

map are representative of underlying sub-systems which are

themselves very complex, for example ‘out of hours care’.

Complexity and fragmentation of services resulted in profes-

sionals feeling that specialised, local knowledge was required

to navigate the system:

there are some really marked discrepancies between PCTs (primary

care trusts). . . and it’s really difficult as a clinician to navigate - to

have information and to know what’s accessible, who’s eligible

(P03, Nurse)

Many participants felt that, in some situations, inappro-

priate admission was therefore inevitable.

Local and partial development of services was thought to

add to complexity and fragmentation. Whilst patient path-

ways tend to be conceptualised as a linear sequence of clearly

defined steps at an organisational level, the professionals

described their experience of navigating a loose network of

poorly defined components. There was a sense that, rather

than introducing new interventions and services, more

ambitious system reform was required. Some participants

indicated that one of the problems with the emergency care

system is the piecemeal approach to improvement which

‘bolts on’ new procedures and services to existing systems and

where redesign of the whole system is not possible. Sector

boundaries and the imposition of competition and markets

were seen as compounding this situation, reducing continuity

of care and preventing patient-centred care from developing:

in terms of service redesign nobody ever thinks big enough . . . and it’s

all too piecemeal (P03, Nurse)

However, few nurses described a sense of agency or a belief

in their own ability to influence change, and none of the

interviewees thought that there was sufficient political will or

leadership required to facilitate this change.

Systemwide access to expertise in care of older people

Participants identified lack of expertise (or access to

expertise) in care of older people as a limiting factor

operating across the system. This was felt to be a key driver

6 © 2014 John Wiley & Sons Ltd
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of the admissions journey. Practitioners felt that more

appropriate assessment and management could only be

provided in an area where such expertise was guaranteed, in

most cases the acute hospital. This was perceived to be a

problem at a number of levels. For generalists, such as

ambulance service staff or GPs, and for more inexperienced

professionals, the problem was felt most acutely in relation

to accessing expert opinion at the point of decision-making

about admission:

you also need someone with the expertise to make that decision [not

to admit] of course, which is usually a geriatrician, a consultant

geriatrician (P01, Doctor)

The second problem was a systemwide lack of capacity to

take on the challenge of proactive chronic disease manage-

ment for older people in the community, for rapid assessment

and management decisions and to develop services for

admission avoidance:

the nurses are not clinically advanced enough in some aspects of the

care to manage the complex conditions that they need to (P08, Nurse)

This view was borne out by comments from less experi-

enced or more generalist clinicians:

There’s nothing to focus on, there’s nothing to build around . . . and

. . . you’re having to focus on symptoms really, which is harder to deal

with (P19, Nurse)

Lack of expertise about older people was also seen as a

major barrier to effective service redesign. There was

frustration with a perceived lack of leadership from within

the health service and that older people’s services lacked the

capacity to provide this leadership, which became a vicious

circle in attracting high-calibre people to the field:

a lot of staff . . . they don’t see it as a dynamic area to work in . . .

unless we can really raise the profile and say we’re being dynamic . . . I

don’t think there’s a drive to do it, you’ve got to have the leadership

and I think there’s a lack of leadership (P10, Nurse)

Participants advocated improved training opportunities in

care of older people, access to telephone support, more

availability of elderly care expertise in the community, or

even specialist ED units. However, the poor profile of care of

older people and a lack of critical mass in terms of expertise

in this area were thought to be limiting factors in developing

or reforming services.

Discussion

This analysis of the views of health and social care

professionals on avoidable admission of older people is

unusual in taking a whole-system perspective. The most

important finding is that underlying assumptions about

patient needs and problems were not shared across the

service or within or between professional groups. Under-

lying widespread agreement that it is necessary to reduce

admissions because of adverse consequences for both

patients and the health service, there are quite different

conceptions of health, illness, ageing, the role of service

providers and the underlying physical and social problems

underpinning avoidable admissions in older people. Such

beliefs will undoubtedly influence perceptions of appropri-

ate service organisation, an issue reflected in the lack of

consensus on how to improve the system. In this context, it

is worth noting that the assumptions about avoidable

admissions underlying current policy and practice, whilst

largely accepted as plausible by professionals, were more

likely to be questioned by those with expertise in care of

older people (Walsh et al., 2008; Jones, 2009).

The majority of participants, and especially those with

experience of older people’s or community settings, recogni-

sed that frail older people have specific and atypical needs

that are not easily met within a system focused on clearly

defined acute problems, a view supported by other work on

older people in unscheduled care settings (Voyer & Sych-

Norrera, 2003; Kelley et al., 2010; The King’s Fund’s, 2012).

Whilst the ‘atypical’ needs of frail older people were

sometimes viewed as the manifestation of psychological or

social needs, specialists in care of older people felt that the

underlying pathological processes of ageing and chronic

disease were responsible for complex symptom presentations.

This distinction, between viewing ‘atypical’ presentation as a

problem relating to inappropriate admission, as against

seeing it as ‘typical’ for older people who are ill, has been

highlighted elsewhere (Oliver, 2008). The latter view is

accepted in medicine for older people and is also compatible

with what is known about the frailty disease trajectory

(Covinsky et al., 2003; Lunney et al., 2003; Dy & Lynn,

2007). The concept of frailty may therefore be a useful model

to consider in both staff and service development beyond care

of older people settings. This approach could help resolve the

issues around managing symptoms and complex problems

that were raised by interviewees, but does not currently guide

service organisation and workforce training other than in

medicine for older people (Rockwood, 2006; Dorrell et al.,

2011; Oliver, 2012). The comprehensive geriatric assessment

(CGA) model, with its emphasis on symptom management,

function and management of polypharmacy, could resolve

this conflict. CGA has proven benefit for older people, but is

not embedded across the healthcare system (Oliver, 2012),

and it is unclear to what extent other professionals, including

© 2014 John Wiley & Sons Ltd 7
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nurses, can contribute to delivering this model. This analysis

highlighted the need for systems to be designed for their

actual users and for providers of care to understand those

needs (Rockwood, 2006; Dorrell et al., 2011; Oliver, 2012).

Further work is needed to explore the workforce training

needs and the relative contribution of different professional

groups.

In addition to the lack of clarity about older people’s

needs, interviewees described complex and fragmented

systems of care that were detrimental to older people. The

complexity of the system, and the potential difficulty of

navigating through the system, was reflected in the concep-

tual map that emerged from the interviews (Fig. 1). Com-

plexity and lack of continuity are well-known barriers to

provision of high quality care and have been associated with

a variety of adverse outcomes including hospital admission

(Saultz & Lochner, 2005). However, an important finding

of this study, which may be important for exploring the

problem of continuity of care with this patient group, was

that professionals themselves had only a partial understand-

ing of the entire system and that they were surprised by the

complexity of the system map. It is unlikely that this

particular issue would have emerged other than through the

SD approach; in developing the conceptual map and

through the framework analysis, these interviews allowed

a diversity of views to emerge and exposed the partial

understanding of the system that might not have been

identified by other qualitative approaches. There are

potential risks attached to service development based on a

limited understanding of systemic problems. Learning from

the SD approach was instructive, in that the process

revealed to participants that whole-systems solutions were

necessary to address rising admission in an ageing popula-

tion. However, participants based recommendations for

service development on this necessarily limited view whilst

at the same time acknowledging the need for systemwide

approaches to service redesign. This is consistent with

findings from other SD modelling exercises, which often

reveal accurate knowledge about parts of the system but

poor understanding of the overall system behaviour that will

result from a sequence of local actions (Forrester, 1991).

This aspect of the study provides an unusual perspective

within health services research and has important implica-

tions for policy-makers in this field within and beyond the

United Kingdom. The findings of this study support the

claims made elsewhere (Health Services Management Cen-

tre, 2006; Dorrell et al., 2011; Comptroller & Auditor

General, 2013) that whole-systems approaches are required

to deal with systemic problems in unscheduled care and that

fundamental reform is needed to meet the needs of older

people with complex health problems. However, if system

redesign is to be successful, a degree of system-level

understanding will be necessary in both planning and

implementing new service configurations. The conceptual

map arrived at through these interviews could be a useful

learning tool to aid understanding of the whole system and

unintended downstream consequences of change.

A fundamental issue emerging from the interviews was that

a lack of expertise in care of older people was a systemwide

limiting factor, both for current services and for service

design and development. The need for staff education to

achieve service development has been noted elsewhere

(Wanless et al., 2007; Oliver, 2008; Kelley et al., 2010;

Carpenter et al., 2011) and must be seen as a prerequisite for

effective service planning and delivery, but there is a danger

that system reform focuses on organisation of services and

interventions whilst failing to consider the workforce impli-

cations of widespread change (The King’s Fund’s, 2012).

Without sufficient training, education and attention to

implementation, it is likely that professionals will continue

to act in entrenched ways despite organisational restructur-

ing. Further, Heyman et al. (2004) have described the

phenomenon of secondary complexity arising from organi-

sational simplification in relation to health services for adults

with learning disabilities. This study suggests that a similar

process may be in operation in relation to health care for

older people, where simplified and standardised care, often

provided by less expert individuals, cannot meet the complex

needs of many service users (e.g. frail older people), neces-

sitating additional services and processes to meet complex

needs. The increasing reliance on unregulated support staff

and the implications for care quality are now becoming more

widely acknowledged, but the systemic effects arising from

this secondary complexity in relation to care of older people

may not be fully recognised.

It is not clear how the nursing profession can nurture the

required expertise and leadership in this field. Care of older

people continues to be a relatively small specialty, and the

negative perceptions of working with older people alluded

to by many participants are a difficult barrier to overcome

in many professions (Oliver, 2008). A narrative around

care of older people that emphasises ‘fundamental’ or

‘basic’ care may be detrimental, both in reinforcing views

that this specialty is undemanding and in leaving newly

qualified staff unprepared for the challenge of managing

the complex needs described within this study. Policy-

makers and education providers are increasingly seeing the

importance of care of older people, but the impact of

current curriculum developments and the increased research

efforts in relation to older people may not be felt for some

8 © 2014 John Wiley & Sons Ltd
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years. Incentives to specialising in care of older people may

be needed at the early career stage or for professionals

wishing to change discipline. In the meantime, one of the

most important lessons emerging from the study is the

necessity of organising care to allow access to experts at

key points in the admission process, either in person or via

telephone.

This study comprised a secondary framework analysis of

qualitative data collected for a SD modelling programme,

and, as such, it has some limitations, not least its focus on

understanding patient pathways and decision-making from

the perspective of professionals. The patient perspective was

beyond the scope of the SD modelling exercise and should be

addressed in future work. Some groups were under-repre-

sented in the sample, particularly hospital bed managers and

GPs, although the three doctors interviewed had experience

of both primary and secondary care and various aspects of

the admission system. Finally, the study was carried out in a

particular geographical region of the English NHS and

findings related to a specific time and place. However, the

study setting is considered to be typical of England as a

whole, both in terms of organisation of care and demo-

graphic profile of the population (Hampshire NHS Primary

Care Trust, 2007). Recent policy and research evidence

suggests that the problems identified in this study remain

current. Relevance across the NHS and elsewhere is therefore

through the shared demographic challenge and policy land-

scape.

Conclusions

This analysis of interview data from a system dynamics

modelling exercise explored health professionals’ views of

about older people admitted with ill-defined conditions as a

way of understanding systemic barriers to admission avoid-

ance. Despite widespread agreement amongst participants

about the need for admission avoidance, the participants

expressed diverse views about the drivers of avoidable

admission and consequently the service developments needed

to reduce demand. Participants were, however, in agreement

that the fragmented system of care currently in operation was

detrimental to meeting the needs of older people with

complex health problems. Many participants advocated

whole-system redesign that recognises the needs of older

people. The interviews revealed concern about the lack of

expertise within the healthcare system in relation to care of

those with frailty and complex chronic conditions. Building

expertise across the system is necessary to the success of

initiatives to reduce demand, which will otherwise fail to

have a substantial impact on rising rates of unplanned

hospital admissions in older people.

Implications for practice

� Professionals expressed conflicting views about factors

leading to admission.

� There was no consensus on what is required of

admission avoidance services.

� Lack of expertise in care of older people is a major

limiting factor across the admissions system.

� Conceptualisations of frailty and decline which under-

pin medical education in this area are not widely used

in other professions including nursing.
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